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ABSTRACT 



The goal of this first comprehensive report on adolescent 
health in Alaska is to stimulate interest, activity, and support for improved 
health among teenagers (ages 10-19) . This plan was developed as a tool for 
use by governments, organizations, and communities. The plan seeks to provide 
information on the scope and nature of adolescent health problems; to 
identify and clarify trends in the health status of adolescents; to recognize 
and emphasize that social and health problems are significantly interrelated; 
to motivate families, schools, ■'oci.v.i' service organizations , health care 
providers, the media, business, the state legislature, and adolescents to 
take action to improve the health status of adolescents; to outline the 
general components of successful adolescent health programs based on review 
of current literature; and to recommend specific strategies to improve 
adolescent health care. The plan emphasizes the general themes of an 
integrated approach to health, prevention, and early intervention; the 
importance of family; and economic issues. Following the executive summary, 
the plan is organized into six sections: (1) basic assumptions about 

adolescent health; (2) the status of adolescent health in Alaska (problems 
related to substance abuse, sexual activity, mental health, physical health, 
violence and crime, unintentional injuries, and school achievement); (3) 
framework for designing adolescent health programs through collaboration; (4) 
recommendations for the family, neighborhoods and community, and public 
policies; (5) a list of services consisting of eight directories and referral 
sources; and (6) a toolbox section of checklists, questionnaires, and data 
collection guides for assessment and planning. Five appendices list Committee 
biographies, risk and protective factors. Health Alaskans 2000 objectives, 
cost savings of prevention, and a summary of adolescent health public 
hearings. Contains references, figures, tables, glossary, and an extensive 
bibliography. (SAS) 
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Introduction 



I n recent years, teen pregnancy has 
been the subject of two state task forces, 
in-depth research, and many local efforts. 
Senate Bill 1 70, passed in 1991, created 
a position at the Department of Health 
and Social Services to develop a state- 
wide plan for action. Recognizing that 
teen pregnancy does not happen in 
isolation of other adolescent risk behav- 
ior, the Division of Public Health has 
examined this issue in the broader con- 
text of adolescent health. 

To gain a comprehensive view of adoles- 
cents, an advisory committee 
representing a variety of perspectives was 
established. Membership includes repre- 
sentatives from the areas of education, 
public health, labor, law enforcement, 
adolescent medicine, native health, the 
business community, alcohol and drug 
prevention, mental health, family plan- 
ning, and runaway and homeless 
services. In addition, teenagers from 
rural and urban settings lent their practi- 
cal experience to this committee. See 
Appendix A for a short biography of each 
member. 



The mission statement of the Alaska 
Adolescent Health Advisory Committee 
reads: 



The Alaska Adolescent Health 
Advisory Committee is a diverse 
group of Alaskans united in the 
commitment to well-being and 
healthy lifestyles for Alaskan ado- 
lescents ;, as individuals and within 
the context of family and commu- 
nity. We look at known "roots" to 
adolescent health problems and 
recommend approaches for im- 
provement through community 
coordination and collaboration. 

We seek to preserve the rights of 
all Alaskan adolescents to grow 
and develop in an environment of 
physical , intellectual, social, emo- 
tional and spiritual well-being. 

During its first years, the committee has 
devoted itself to developing a statewide 
adolescent health plan. As a starting 
point, a needs assessment was con- 
ducted to find out the status of 
adolescent health in Alaska. More than 
one hundred reports and studies were 
analyzed. Instead of focusing on specific 
behaviors (delinquency, teen pregnancy, 
school drop out, substance use, etc.) the 
committee believed that greater empha- 
sis must be placed on their common risk 
and protective factors. Recommenda- 
tions were developed based on the 
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current health status of Alaska's adoles- 
cents, testimony from public hearings, 
committee members own expertise, and 
what research has shown to be effective. 

Use of the Plan 

This plan is written primarily for those 
community members (parents, religious 
leaders, teachers, health care providers, 
counselors, youth workers or youth- 
serving organizations) interested in 
serving the needs of adolescents. It is 
intended to help community members in 
planning and evaluating programs and 
services targeting adolescents. Addition- 
ally, the plan is intended to serve local 
° and state elected officials in their efforts 
to provide a sound public policy base for 
enhancing adolescent health. 

The appendices, glossary and bibliogra- 
phy serve as additional resources for 
users of the plan. 

Overview of the Plan 

Section I: Basic Assumptions 
About Adolescent Health 

This section begins by defining adoles- 
cence and presenting an overview of the 
psychosocial developmental stages of 
adolescence. The concept of "youth 
development", authored by Karen 
Pittman, is introduced. Risk and protec- 
tive factors are described and an analysis 
of the overlapping problem behaviors 
illustrates those teens most at risk. 

Section II: The Status of Adolescent 
Health in Alaska 

The incidence and prevalence rates of 
major adolescent problem behaviors are 



described. This section is divided into 
seven areas: substance use, sexual 
activity, mental health, violence and 
crime, unintentional injuries, physical 
health, and school achievement. Over 
1 00 primary sources were reviewed and 
analyzed to condense this information 
into one source. 

Section III: Framework for 
Designing Adolescent Health Programs 

The obstacles to effective adolescent 
health programs and the elements neces- 
sary for program success are presented. 

An important key to improving programs 
and services for children, adolescents 
and their families is greater collaboration. 
Types of collaboration and system level 
changes needed to support collaboration 
are explained. 

Section IV: Recommendations 

Specific recommendations to enhance 
the health and well-being of Alaska's 
youth are provided for the family, com- 
munity (neighborhoods, schools, and 
local agencies), and policy level (policy 
makers and state program directors, 
legislators). 

Section V: Services 

This section lists several directories and 
referral sources with current information 
on programs and services for children, 
youth, and their families. 

Section VI: Toolbox 

To help communities implement the 
recommendations, specific "tools" 
(checklists, guidelines, background infor- 
mation, and questionnaires) are provided. 

—ss 
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... for the first time in our 
history American adolescents 
are regressing in health and 
social well-being . . . 

- Joy Dryfoos 



Executive Summary 



The future of Alaska's adolescents is in 
our hands and our future is in theirs. In 
response, the Alaska Adolescent Health 
Advisory Committee is pleased to present 
Alaska's Adolescents: A Plan for the 
Future, its first report on adolescent 
health in Alaska. Our goal is to stimulate 
interest, activity and support for im- 
proved health among Alaska's teenagers. 
This plan was developed as a tool for use 
by governments, organizations and 
communities. It specifically seeks to: 

• provide information on the scope 
and nature of adolescent health 
problems; 

• identify and clarify trends in the 
health status of adolescents; 

• recognize and emphasize that social 
and health problems are significantly 
interrelated; 

• motivate families, schools, social 
service organizations, health care 
providers, the media, business, the 
legislature and adolescents them- 
selves to take action to improve the 
health status of teens in Alaska by 
the year 2000; 



• outline the general components of 
successful adolescent health pro- 
grams based on reviews of the 
current literature; and 

• recommend specific strategies to 
improve adolescent health in Alaska. 

This plan was developed by the Alaska 
Adolescent Health Advisory Committee. 
The committee serves as an advisory and 
advocacy council to the State of Alaska 
on adolescent health matters. 

Alaska's Adolescents: A Plan for the 
Future is organized in six sections: 

Section I : Basic Assumptions About 
Adolescent Health 

The psychosocial developmental stages of 
adolescence, the youth development 
model, and risk and resiliency factors are 
reviewed. 

Section II: The Status of Adolescent 
Health in Alaska 

Data on the seven major adolescent 
health problems is presented: substance 
use, sexual activity, mental health, vio- 
lence and crime, unintentional injuries, 
physical health, and school achievement. 
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Section III: Framework for Designing 
Adolescent Health Programs 
The obstacles to effective adolescent 
health programs and the elements neces- 
sary for program success are presented. 
An important key to improving programs 
and services for children, adolescents, 
and their families is greater collaboration. 
Types of collaboration and system level 
changes needed to support collaboration 
are explained. 

Section IV: Recommendations 
Adolescent health is determined mainly 
by the behaviors adolescents choose to 
engage in. The ability of youth to make 
wise decisions about their behavior — 
and their ability to act on their decisions 
— is greatly influenced by their family, 
the community, and public policies. 
Thus, the recommendations are orga- 
nized around these three distinct entities. 
"Family" includes the variety of arrange- 
ments of people living together and 
nuturing children and adolescents. 
"Community" contains more specific 
recommendations for neighborhoods, 
local agencies, and schools. "Policy" 
level recommendations are geared to- 
ward state agencies and legislators. 

All of the specific recommendations 
offered for the separate entities are based 
on five core recommendations, the ideas 
that the Committee recognized to be the 
"heart" of the solutions. These were 
featured so prominently in the research 
about successful programs, and were so 
integrally related to our understanding of 
adolescent health, that they quickly 
emerged as the essence of the change 
required. 



Core Recommendations: 

• Provide for local decision making 

• Collaborate 

• Meet the needs of young children 
(ages 0-6) 

• Focus on risk and protective factors 
rather than specific behaviors 
(such as pregnancy or substance 
abuse) 

• Follow research about what works 
Section V: Services 

A list of directories and referral sources 
with current information on programs 
and services for children, youth and 
families is presented. The listed resources 
regularly update their directories to keep 
up with changes in focus, location, ser- 
vice populations, etc. 

Section VI: Toolbox 
A collection of specific concepts or 
processes referred to in the recommenda- 
tion section is offered. These tools are 
provided as a means of bringing the 
recommendations a step closer to actual 
implementation at the community level. 

Included in this section are: 

• "Critical Elements of Successful 
Programs" checklist 

• Strategy and collaboration question- 
naires 

• Program approaches that work 

• Community planning process steps 

• Local health assessment guidelines 
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General Themes 

Throughout this plan several general 
themes are emphasized. These concepts 
include: an integrated approach to 
health; prevention and early intervention; 
the importance of family; and economic 
issues. Each concept is briefly described 
below. 

Integrated Approach to 
Health and Well-being 
Recently published national reports — 
Adolescents at Risk , Code Blue: Uniting 
for Healthier Youth , Adolescent Health 
(vol. 1-3), and Fateful Choices — conclude 
that, for the first time in our history, 
American adolescents are regressing in 
health and social well-being. Drug 
abuse, sexually transmitted diseases, 
pregnancy, homelessness, delinquency, 
crime, and unintentional and violent 
deaths have increased. Healthy dietary 
and exercise habits, routine health care, 
and education levels have decreased. 
These social and health problems are 
significantly interrelated and their associ- 
ated diseases occur together. We hope to 
focus attention on the interrelatedness of 
adolescent health problems and offer 
more effective strategies for health pro- 
motion and disease prevention. Most 
current strategies are short-term, inconsis- 
tent with the developmental and 
environmental contexts of adolescence, 
and are too specific to be useful across 
the broad range of adolescent health 
behavior. Models exist for comprehen- 
sively addressing adolescent health 
needs. These models are discussed in the 
plan as alternatives to our current ap- 
proach. 

Prevention/Early Intervention 

The 1 2-year-old does not become a 

"problem child" overnight. Adolescent 



health problems develop over time. 

Signs of impending trouble are usually 
seen in early childhood. Systems for 
early identification of "children at risk" 
must be established before problems 
develop. Once these problems become 
fully manifest, they are difficult, costly, 
and often nearly impossible to remedy. 
Nurturing health promoting behavior 
must begin in childhood. If we are to 
shift the balance in a troubled child's life, 
we must start early. Exposure to risk 
factors and stressful events must be 
decreased. At the same time, the avail- 
able positive factors in the lives of 
vulnerable children must be increased. 

Importance of "Family" 

Adolescents require nurturing, encour- 
agement, guidance, protection, 
negotiated limits, and consistent expres- 
sion of values via communication and 
positive role-modeling. Traditionally, 
families provided these factors, but with 
the social changes in our communities 
now many teens grow up without this 
support. Measures can be designed to 
strengthen troubled families. If these 
needs are still not met within the family, 
then society must provide alternatives. 
Every teen needs an adult who will listen, 
guide and support. Schools and commu- 
nity resources will be increasingly called 
upon to provide an expanded support 
system for many children. 

Economic Issues 

The costs of teen pregnancy, violence, 
mental illness, alcohol/tobacco/other drug 
use, and dropping out of school are 
considerable. These costs can be mea- 
sured in both hard currency and the 
social costs to families and communities. 
Where known, dollar figures are provided 
throughout the plan. Costs for preven- 
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tion are likely to be only a fraction of the 
sums spent in remediation attempts once 
problems have occurred. The most 
efficient expenditure of funds is in pre- 
vention. 



Data Considerations 

Adequate data is essential to solving 
adolescent health problems. While many 
sources were used in developing this 
plan, the need for broader and more 
accurate data in many areas still exists. In 
particular, greater emphasis should be 
given to evaluation research. Research is 
difficult to fund with scarce resources, but 
evaluating the effectiveness of programs is 
crucial to ensuring that funds are used 
efficiently and that benefits outweigh 
costs. 



Summary 

Greater emphasis must be placed on 
prevention of adolescent health problems 
and the promotion of healthy lifestyles. 
This will require changes in the method 
by which health is "promoted" and 
health care is delivered to adolescents in 
Alaska. No one sector can accomplish 
this alone. A partnership for collabora- 
tion must be formed among the key 
players including teens, families, primary 
health care providers, the media, public 
agencies, schools, community groups, the 
Legislature, and private business. This 
effort requires leadership, collaboration, 
commitment, and cooperation to meet 
the challenge of improved adolescent 
well-being. Let us now get down to the 
hard work of creating a better system for 
the future. 



66 

Prevention/Early Intervention 
is an attempt to shift the balance 
from vulnerability to resilience, 
either by decreasing exposure 
to risk factors and stressful life events, 
or by increasing the number of 
available protective factors 
in the lives of vulnerable children . 

- E. Werner, 7 990 



Basic Assumptions 
About Adolescent Health 



adolescent's health and well-being 
exist within the context of his/her family, 
community and culture. The committee 
recognizes that prevention of adolescent 
health problems and the development of 
healthy life skills begins in early child- 
hood. The Governor's Interim 
Commission on Children and Youth 1988 
publication Our Greatest Natural Re- 
source describes many early intervention 
strategies that pave the way to subse- 
quent adolescent health. 



Adolescent Development 

For the purposes of this report, adoles- 
cence has been defined as 10-1 9 years 
old. It is a period of profound biological, 
emotional, intellectual, and social trans- 
formation unmatched by any other 
period in life, except perhaps infancy. In 
modern North American society, adoles- 
cence seems to begin before puberty as 
preadolescents adopt the dress and 
mannerisms of teens. It appears to 
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continue well beyond the teen years as 
many young adults remain dependent 
upon their families because of continued 
school enrollment, unemployment or 
limited earnings. 1 - 10 

The transformation from puberty to 
adulthood is characterized by tremen- 
dous variability from individual to 
individual. The physical changes are 
dramatic. Emotions can fluctuate be- 
tween elation and depression. 

Intellectual capacity deepens and adoles- 
cents gradually become capable of higher 
order thinking and reasoning. The 
expectations of family members, teach- 
ers, friends, and society sometimes lead 
to confusion about issues of indepen- 
dence, conformity, and responsibility. 1 - 10 

The process of moving from childhood to 
adulthood may be divided into three 
general stages of adolescence: early (1 0- 
13), middle (14-16), and late (17 until 
adulthood.) During this transformation 
several major physical, emotional, and 
mental developmental "tasks" have been 
identified: 

• development of self-identity and a 
sense of social responsibility; 

• acceptance of body image; 

• determination of sexual identity 
and role; 

• development of a personal value 
system and ethics; 

• transition from dependence on 
family to independence; 



• development of mature personal 
relationships, including sexual 
relationships; and 

• identification of possible career 
goals and acquiring the skills neces- 
sary for greater economic 
independence. 11 

By progressing through the physical, 
mental, and emotional developmental 
tasks, a normal, healthy young adult 
emerges. It is important to remember, 
however, that there is great variability in 
how individuals develop. Table 1 gives a 
more detailed review of these develop- 
mental tasks. 

Part of normal adolescent development is 
risk-taking behavior (see Table 1). Some 
adolescent health specialists believe 
experimentation with a variety of behav- 
ior is necessary for the healthy 
development of the young person. 5 - 6 
According to Hochhauser, 

The goal of prevention should not 
be to eliminate all risky behavior 
from life; instead it should be to 
help adolescents and young adults 
learn about the inappropriate and 
appropriate risks. There is a life 
after adolescence and individuals 
who have grown up in a riskless 
environment may not be able to 
cope with the challenges of 
adulthood, for example, the 
workplace or parenthood, with- 
out having had some risk-taking 
experiences. 6 
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Unfortunately many behavioral risks that 
adolescents may take during this time, 
such as those with substances and sexual 
experiences, can lead to serious health 
or life threatening consequences. 



Improvements in health and nutrition 
over the last few generations have re- 
sulted in the earlier onset of puberty. 
Meanwhile the world of work has grown 
far more complex than it was a century 
ago. The education process to prepare 
our young people for the adult world has 
become longer and more complex. 
Adolescents who achieve biological 
maturity at age twelve may have six to 
ten more years of education and social- 
ization ahead of them before they will be 
competent to handle the adult world of 
work and relationships . 12 



The Concept of 
Youth Development 

Karen Johnson Pittman refers to the 
holistic growth process as "youth devel- 
opment." She describes it as the ongoing 
natural process of having one's basic 
needs met and acquiring life skills. Func- 
tioning well and feeling connected to a 
family entity and community are two 
critical elements in the process toward 
maturity and self-fulfillment. All sectors 
of society have a responsibility for the 
well-being and development of our 
youth. Pittman explains: 



The definition of youth develop- 
ment considers the reduction of 
risky behavior and existing prob- 
lems as important, but it asserts 



that competence and strong con- 
nections to the larger society are 
essential in preparing youth for the 
challenges of adulthood. It is not 
enough to develop strategies to 
prevent dangerous things . . . We 
must be equally adamant about 
stating goals we wish young people 
to achieve . 9 



In addition, this concept values all ado- 
lescents by recognizing their inherent 
value and the contributions they can 
make. The seven basic needs and five 
areas of competency necessary for 
achieving healthy adulthood, according 
to the youth development model, are 
described below. 



Critical Components of 
Youth Development 9 

Basic Needs 

Young people have basic needs critical to 
survival and healthy development. They 
include: 

• safety and structure; 

• closeness within relationships; 

• belonging and membership; 

• a sense of competence and mastery; 

• self-worth and an ability to contrib- 
ute to the larger community; 

• self-awareness; and 

• independence and control over 
one's life. 

22 
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Competencies/Life Skills 

To succeed as adults, youth must acquire 
healthy attitudes, behavior, and skills in 
at least five areas: 

Health 

Maintenance of a good health status and 
evidence of knowledge, attitudes, and 
behavior that will assure future well- 
being (for example: exercise, good 
nutrition, and effective contraceptive 
practices, including abstinence). 

Personal/Social 

Acquisition of intrapersonal skills (under- 
standing emotions and practicing of 
self-discipline) and interpersonal skills 
(working with others: developing and 
sustaining friendships through coopera- 
tion, empathy, and negotiation and by 
developing judgment skills and a coping 
system). 

Knowledge, Reasoning, and Creativity 
Acquiring a broad base of knowledge 
and an ability to appreciate and demon- 
strate creative expression. Possessing 
good oral, written, and problem-solving 
skills. Having an ability to learn and an 
interest in lifelong learning and achiev- 
ing. 

Vocational 

Knowledge of realistic life options and 
the steps necessary to make choices. 
Understanding the value and purpose of 
family, work, and leisure and the neces- 
sary preparation of each. 

Citizenship 

Understanding of their nation's, their 
community's, and their racial, ethnic, or 
cultural groups' history and values. 

Desire to be ethical and to be involved in 



efforts that contribute to the broader 
good. 

To the extent that these needs can be 
met and competencies nurtured, adoles- 
cents have a tremendous capacity for 
self-fulfillment and contributing to soci- 
ety. This model of youth development 
represents an ideal, however, and it's 
prudent to examine the real experience 
of today's youth. To do so, a review of 
the literature regarding risk and resiliency 
(protective) factors is offered. 



Risk and Protective Factors 
Affecting Adolescent Health 

Adolescent health may be defined, for 
purposes of this report, as the ability of 
an adolescent to move through the 
normal developmental process toward 
maturity. The developmental process can 
be disrupted by risk factors within the 
individual, family, or community. The 
extent of these disruptions defines a 
young person as "at risk." Whatever 
level of risk the adolescent may experi- 
ence s/he still has the potential to 
become a mature and self-fulfilling adult. 
Research has found that adolescent 
behavior is profoundly affected by risk 
factors and resiliency (protective) factors 
within the adolescent's life . 7 ' 813 - 18 

What is the importance of risk and 
resiliency factors when designing adoles- 
cent health interventions? The more we 
can reduce the risk factors and increase 
the protective factors present in 
children's lives, the more likely our 
children will develop into healthy com- 
petent young adults. 
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Risk Factors 

"Risk" is a concept used to predict the 
chance a behavior will occur. Risk factors 
may be intrinsic, within the individual; or 
extrinsic, within the family, community, 
or environment. 8 ' 14,16 ' 18 

As medical researchers have found risk 
factors for heart disease (high fat diets, 
smoking, and lack of exercise), research- 
ers have also identified a set of risk 
factors for adolescent problem behavior. 
The more risk factors for heart disease 
present, the greater the likelihood a 
person will suffer a heart attack. The 
same is true for other health behavior. 

The greater the number of risk factors in 
an adolescent's life, the more likely the 
problem behavior will occur (school 
failure, drug/alcohol use, promiscuous 
sex/teen pregnancy, delinquency). 8,14 ' 17 

Risk factors do not cause the problem 
behavior. They are indicators of the 
probability that a behavior will occur. 

Risk Factors Affecting 
Adolescent Problem Behavior 
(Substance Abuse, Teenage Pregnancy, 
Delinquency, and School Failure) 

• Poor attachment to family, inatten- 
tive parenting, family management 
problems 7 23 

• Antisocial behaviors (conduct disor- 
ders) in grades K-3. 7 23 

• Doing poorly in school in grades 4- 

6. 7, 23 

• Onset of the problem behavior at an 
early age (age varies with behav- 
ior.) 7,23 



• Low resistance to friends who 
engage in problem behavior 7,23 

• Poverty 7 

• History of abuse (physical or 
sexual) 8,21,22 

Minority status and low socioeconomic 
status have been shown to compound 
the risk factors in many cases. 7,8 

Protective Factors 

"Protective Factors" (resiliency) are those 
traits within the individual or characteris- 
tics of the family, community, or 
environment that appear to alter or even 
reverse the effects of life stressors and risk 
factors. 

Extensive research has identified factors 
that enable children from high risk envi- 
ronments to develop into healthy 
competent young adults. 8 ' 13, 14, 16, 17 The 
greater the number of personal and 
environmental protective factors the less 
likely the adolescent will engage in life- 
compromising behavior. 

A review of adolescent health literature, 
particularly concerning substance abuse, 
delinquency, school drop out, and sexual 
activity reveals many common risk fac- 
tors. 7, 13, 15, 18 Research shows that 
engaging in one problem behavior in- 
creases the likelihood of engaging in 
other problem behaviors. 7 

Protective Factors Affecting 
Adolescent Problem Behavior 

• One good parent bond or other 
stable, caring adult. High, clear, and 
reasonable expectations of behav- 
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• Supportive school atmosphere 
characterized by a respectful staff, 
discipline policies that respect 
student's dignity, and services avail- 
able to help troubled students. 13 

• Opportunities for meaningful contri- 
bution to family, school, or 
community. 13 

• Delay of the problem behavior at an 
older age (age varies with behavior). 7 

• Having a resilient temperament and 
a positive social orientation. 14,23 

(See Appendix B for a more detailed 
description of the risk and protective 
factors for the individual, family, school 
and community.) 



Alaska's Youth at Risk: 
Who are They? 

An estimated one in four adolescents are 
involved in serious problem behaviors. 7,20 
Based on a national risk behavior model 7 
and 1 990 state census data, 19 we can 
infer that more than 20,000 of Alaska's 
adolescents are in need of intensive care 
for psychological or physical health 
reasons. 

This estimate further suggests that an- 
other 20,000 Alaskan adolescents engage 
in a single problem behavior, but they are 
otherwise healthy and functional. The 
remaining portion (about half) of our 
adolescents are not currently engaged in 
problem behavior, and are moving along 
toward adulthood without major difficul- 
ties at home or at school. 



Figure 1 



Teens Engaged in Problem Behavior 



HIGH RISK 

Engages in 2-3 behaviors 
Regular alcohol/drug use 
Some delinquency 
Sex without birth control 
Behind one grade 



HIGHEST RISK 

Engages in multiple problem 
behaviors 

Chronic alcohol/drug use 
Serious delinquency/arrests 
Casual sex no birth control 
Dropped out of school 
(or 2+ grades behind) 



Source: J. Dryfoos, 1990 

(National estimates) 




MODERATE RISK 

Engages in one problem behavior 
Occasional alcohol/drug use 
Minor delinquency 
Sex-one partner w/birth control 
Behind somewhat in school 



LOW RISK 

Little to no use of substances 
Minimal if any delinquency 
Not sexually active 

Most working at grade level or above 
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The Status of 

Adolescent Health in Alaska 



T his section documents the findings of 
the needs assessment conducted by the 
Adolescent Health Advisory Committee 
and the Division of Public Health. The 
socioeconomic status and seven major 
health status indicators were examined: 



• socioeconomic status 23 

• substance use 29 

• sexual activity 37 

• mental health 47 

• violence and crime 55 

• unintentional injuries 63 

• physical health 69 

• school achievement 75 



Over 100 primary sources have been 
reviewed, consolidated, and presented. 

A team of reviewers, including an epide- 
miologist and data analyst, examined 
each data source to determine its cred- 
ibility and importance for inclusion in this 
assessment. In addition, the entire 
section was reviewed by the Section of 
Epidemiology. A discussion of the major 



data considerations used by the review 
team is offered below. 

Recognizing the need for improved data, 
an outline of adolescent health data 
needs is provided at the end of this 
section. A detailed explanation of 
unfamiliar terminology is provided in the 
glossary. 

Numerous agencies and individuals 
served as invaluable resources for the 
data presented in this report. A listing of 
all data contributors is provided at the 
end of this section. 



Data Considerations 

Many studies on adolescent health 
indicators have been cited in this report. 
Compiling and comparing statistics from 
different sources has inherent problems, 
in part, because of inconsistent defini- 
tions of: 

• adolescent age; 

• health behavior; and/or 

• the time period studied. 
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In addition, data sources often lacked a 
well-documented methodology, making 
it difficult to evaluate the quality and 
ability to generalize the results to other 
populations. Some sources inadequately 
presented their study results making it 
extremely difficult to understand what 
the figures represented. 

Research design factors limited the use or 
at least the applicability of some data. 

For example, a survey may have been 
done with a small number of individuals 
who were not randomly selected, 
thereby limiting the ability to generalize 
to the larger population. Another con- 
cern is the inherent problem of 
comparing data from study to study over 
time. Observed changes or trends may 
not reflect true changes in the popula- 
tion, but differences in the methods used 
to calculate change. 

An epidemiologist and data analyst 
examined each data source. Sometimes 
the reviewers elected to use data sources 
with methodological problems because 
of the lack of data available on a given 
topic from a credible source. The use of 
data sources in this plan should not be 
interpreted as scientific approval by the 
reviewers or the Adolescent Health 
Advisory Committee. However, all 
sources used in this plan were deemed to 
be the best presentation of subject infor- 
mation currently available. 

A summary of the methodology is pro- 
vided here for three data sources 
referenced extensively in this report: 

"The State of Adolescent Health in 
Alaska, 1990," "Drug Taking Behavior 
Among Alaska Youth," and data from the 
Bureau of Vital Statistics, including the 



report, "Causes of Death in Alaska 1950, 
1980-1989." 



The State of Adolescent Health in Alaska 
This study, often referred to as the Ado- 
lescent Health Survey, represents a 
comprehensive self-report health survey 
of over 5,000 7th-1 2th grade students in 
nineteen school districts statewide in 
1989. The primary limitation of this 
survey is that it did not include students 
in Anchorage and Fairbanks. As a result, 
this survey may not represent the health 
status of urban adolescents in Alaska. 

Also, since 25% of teenagers do not 
graduate from high school, the survey 
does not include that portion of the 
population at highest risk for health 
compromising behavior. Finally, the use 
of self-reported data has some inherent 
limitations. Certain adolescent popula- 
tions may over- or under-report specific 
behavior based on what is perceived as 
the most socially desirable choice. 

Drug Taking Behavior Among Alaska 
Youth - 1988 A Follow-up Study 
This self-report survey was administered 
to 7th-1 2th grade students in ten school 
districts: Anchorage, Barrow, Bethel, 
Fairbanks, Juneau, Kotzebue, Nome, 

Sitka, Cordova, and Seward. In some 
school districts all students were surveyed 
and in other school districts a random 
sample of students was surveyed. A total 
of 4,129 students participated in the 
survey, of whom 28% (1,147) resided in 
Anchorage and 20% (836) resided in 
Fairbanks. Drawing inferences to the 
entire population of adolescents from this 
survey is problematic. For example, only 
28% of the survey respondents resided in 
Anchorage, yet Anchorage accounts for 
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almost 40% of the adolescent population. 
If adolescent problem behavior varies by 
region, the data presented could be 
misleading. Another problem with the 
report is that most data were presented 
as the prevalence of drug-taking behavior 
among "ever users" of that drug and not 
among all survey respondents. The data 
presented in this report reflects our 
derived estimates on the prevalence of 
drug-taking behavior among all survey 
respondents. Deriving these estimates 
was problematic because of inconsisten- 
cies in the numbers presented 
throughout the report. 

Bureau of Vital Statistics 
The Bureau of Vital Statistics within the 
Alaska Division of Public Health compiles 
data on births, deaths, marriages, di- 
vorces, and adoptions. The information 
is published in annual reports and peri- 



odic newsletters. Three year averages are 
often used for the presentation of health 
indicators with relatively small numbers. 
By grouping several years of data, the 
rates become more "stable" and can be 
more readily compared over time. Sui- 
cides and injury-related deaths are 
reported as three year averages. It is 
important for the public to understand 
that the Bureau is continuously modifying 
their statistics as new data becomes 
available. 

The report, "Causes of Death in Alaska 
1950, 1980-1989" was compiled from 
an exhaustive review of each death 
certificate on file in the Bureau of Vital 
Statistics. Alaskan residents who died out 
of state were not included in the statisti- 
cal analyses and rate calculations. The 
cause of death was determined by a 
physician and not a nosologist (someone 
who classifies diseases). 
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Adolescent Population 



• Adolescents (ages 10-19) make up 15% 
of Alaska's total population. 9 

• In 1990 the adolescent population was 
80,330. 9 

• Younger teens 43,179 

(10-14 years old) 

• Older teens 37,151 

(15-19 years old) 



• Residence of population for all ages: 

• 70% Urban (2,500 and over) 

• 30% Rural 10 

• Over one-third of adolescents do not 
live in a two-parent household. 13 

• 53% of all students (K-1 2) are enrolled 
within the Anchorage and Fairbanks 
North Star Borough School Districts. 10 



Figure 2.1 



1990 Alaska Adolescent Population by Etnicity 12 
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Poverty 



Public Assistance 



• 14% of adolescents 10-19 live below 
the Alaska poverty level ($1 5,843 
annual household income for a family 
of four, 1 989). 5 

• Medicaid Services were provided to 
5,474 teens (1 5-20), at a cost of $1 7.3 
million in FY92. 8 



Services to low income adolescents are 
provided through a variety of channels. 
Additionally, many family planning, 
mental health, and substance abuse 
services are provided on a sliding fee 
scale. 



Figure 2.2 

Public Assistance 
Provided to 
Adolescents 
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Employment 

• In 1991 an estimated 37% of teenagers 
(1 6-1 9) were employed part- or full- 
time. 3 

• 75% of Alaska's employed youth work 
in either the retail trade (including 
restaurants) or the service industry. 1 

• While there is an abundance of entry 
level jobs in several urban 
communities, many rural areas have 
very few cash-paying jobs for any age. 1 

• The group that continues to find it 
difficult to find or keep a job is high 
school dropouts. See dropping out in 
the "School Achievement" section. 



Joblessness 



Alaska's Youth Ready for Work, 
Inc., 14 a group of leading employ- 
ers reported that many young 
workers don't perform well or are 
unable to find jobs for the follow- 
ing reasons: 

• quality of work; 

• lack of initiative; 

• work attitudes; 

• inability to work with others; 
and 

• work habits. 



Figure 2.3 



Monthly Earnings by Education Level 4 
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Runaways and Homeless 



Risk Factors 



Runaway and homeless youth have been described as having one or more of 
the following high risk factors in their background: 

• physically and sexually abused; 

• alcohol and drug abuse; 

• emotional and mental health problems; 

• chronic health problems including STDs; 

• pregnancy and poor nutrition; 

• abandoned or rejected by parents; 

• truant, failing in school; and 

• lack of future planning and independence. 6 







Over 3,500 Alaska youth ran away 
from home in 1991. There were over 
13,000 separate runaway incidents in 
the state that same year. 6 



• Young women run away more fre- 
quently than young men; in some 
regional locations females run away 
twice as often as males. 6 



• Average age of a runaway youth is 14.5 
years. 6 

• Over 1,800 Alaskan adolescents were 
homeless in 1991. 7 



• Slightly more males are reported 
homeless than females except in 
Anchorage (70% male), Homer, and 
Kodiak (40% male). 7 

• Approximately 90% of homeless youth 
are 16-21 years of age. 7 



Table 2.1 



1991 Regional Profile: 
Alaska Runaways by Gender 


Community 


Female 


Male 


Juneau, 

Fairbanks, 

Bethel, 

Nome 


55% 


45% 


Kenai 

Peninusla 


66% 


33% 


Barrow 


70% 


30% 


Mat-Su, 

Kodiak, 

Anchorage 


about 50% 


about 50% 


Reference: Division of Family and Youth Services 6 
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The consequences of substance use to 
adolescent growth and development are 
substantial. Adolescents have easy access 
to alcohol, tobacco, and other drugs. 
When intoxicants are used to deal with 
the stresses of adolescence, the teen does 
not learn healthy coping strategies. Poor 
educational performance due to having a 
hangover, being "high", and losing moti- 
vation can result in long-term, negative 
effects. Children learn from their role 
models, parental figures, and community 
members. Alaska has one of the highest 
alcohol consumption and alcohol-related 
death rates in the nation. Alcohol and 
other drugs play a significant role in other 
adolescent problem behavior. 

Information on adolescent substance use 
was obtained from multiple sources, 
including the 1 989 Adolescent Health 
Survey. Students surveyed were in 
grades 7-12, excluding Anchorage and 
Fairbanks. 



Pattern of Use 

Substances used most often by teens are 

tobacco, alcohol, and marijuana. 

• 34% of students surveyed who had 
ever drank alcohol, report they gener- 
ally drank five or more drinks at one 
time. 3 

• 22% of students who drink, report 
they get drunk at least once a week. 3 

• 16% of males and 12% of females in 
communities under 2,500 use chew- 
ing tobacco daily. 1 

Figure 2.4 

Alaska Teen Substance Use - 1988 2 
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Peak Age of Substance Experimentation 
by Alaska Teens 


Substance used 


Peak age 


Smokeless and 
chewing tobacco 


before age 1 2 


Inhalants 


before age 1 3 


Cigarettes, alcohol, 
and marijuana 


between ages 
12-13 


Other drugs (cocaine, 
stimulants, and 
halucinogens) 


between ages 
14-15 


Reference: Bernard Segal 7 



Cigarette 
Daily Use 



Alcohol 

Monthly 

Use 



Marijuana 

Monthly 

Use 



26% of Alaska teens report having 
used inhalants at least once. 7 Even 
experimental use of inhalants can 
cause permanent health damage 
(depending on the substances used 
and the method of inhalation). 4 

Of those who report ever using inhal- 
ants, 48% of males and 27% of fe- 
males report they get high at least 
once a week. 12 
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Pattern of Use 



Four major in-state studies were reviewed and compared: Segal 1988, Adolescent Health 
Survey 1989, Anchorage School District Surveys 1988 and 1990. This overview has deliber- 
ately focused on " 
accurate picture c 




Study/Survey Cron 



Alaska Segal - 10 s< 
Anchorage School 
Anchorage School 

United States 
Youth Risk Behavic 




Study/Survey 

Group 


Survey 

Year 


Grades 


Problem Drinking 
Definition 


Problem 

Drinking 


urorumc 

Smoking 

Definition 


Chronic 

Smoking 


Alaska Segal - 
10 school 
districts 2 


1988 


7 - 12th 


>3 times a week 


10.50% 


>1 a day in 
last 30 days 


14 - 15% 


Anchorage 

School 

District 


1990 


8/10/12 


> 5 times on at 
least one occasion 
in last 30 days 


17% 


>1 a day in 
last 30 days 


12% (1990) 
14% (1988) 


Adolescent 
Health Survey 1 


1989 


7 -12th 


>5 times on at least 
one occasion or >3 
drinks each 
occasion weekly 


17% 


daily 


14% 

(16%females) 

(13%males) 



Table 2.5 



Past Month Use ■ 


Cocaine, Inhalants, Hallucinogens 


• 


Study/Survey Group 


Survey 

Year 


Grades 


Cocaine 


Inhalants 


Hallucinogens 


2 

Alaska Segal - 10 school districts 


1988 


7 -12th 


3% 


4% 


8% 


Anchorage School District 5 


1988 


8/10/12 


3% 


5% 


5% 


Anchorage School District 5 


1990 


8/10/12 


2% 


4% 


2% 


United States 

Youth Risk Behavior Survey 6 


1990 


9 - 12th 


2% 


not 

reported 


not reported 
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Parental Use 



Research has identified parental sub- 
stance use to be a significant factor in 
teen substance use. 

• Alaska has the fourth highest per 
capita alcohol beverage consumption 
in the United States. 13 

• Alaska has the second highest alcohol 
related mortality rate in the nation. 14 
(Mortality from any alcohol-related 
disease: cirrhosis, alcohol depen- 
dence syndrome; alcohol psychosis, 
and alcohol poisoning). 



The 1989 Adolescent Health Survey, 

provides information on parental use, as 

reported by students. 

• 12% of parent(s) drink alcohol daily. 3 

• 1 1 % of Alaskan students (7-1 2 grade) 
surveyed say they worry about their 
parent(s) drinking. 3 

• 6% of parent(s) use marijuana weekly 
or daily. 3 

• 38% of parent(s) smoke daily. 3 

• 21 % of students say their parents have 
had problems within the past five years 
because of drinking or drugs. 3 



Figure 2.5 



FY91 Primary Treatment Services 
Alaska Youth 18 and Under* 



Inhalants 

2% Marijuana 




♦State funded treatment programs 9 



Treatment Services 

• In FY91, 1,250 youth under 18 were 
served in state funded treatment pro- 
grams. 9 (This represents a limited sample 
of the total population of youth who 
receive treatment. Data from private 
hospitals was not available.) 

• 25% of youth receiving state funded 
treatment services were identified as 
polydrug users. 9 

• 6% of Alaska's 7-1 2th grade students 
report having been in alcohol or drug 
treatment. 11 
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Fetal Alcohol Syndrome 



Fetal Alcohol Syndrome (FAS) represents 
the severe end of the spectrum of dis- 
abilities caused by alcohol use during 
pregnancy. In the absence of the full 
syndrome, prenatal alcohol exposure has 
been associated with learning disorders, 
hyperactivity, short attention span, and 
lower IQ. 29 

• 1 7% of Alaskan women of childbearing 
age (18-44) are heavy drinkers. During 
any given month, a heavy drinker 
consumes more than 30 drinks, or 5 or 
more drinks on at least one occasion. 
Should these women become pregnant 
and continue to drink, they are at risk 
for delivering an alcohol-affected 
infant. 24 



Statewide FAS prevalence 



• The percentage of teens affected by 
prenatal exposure to alcohol, is un- 
known. During adolescence the behav- 
ioral and learning problems of FAS 
persists, but the facial features of the 
syndrome disappear, making FAS 
difficult to identify. 26 



• Estimates for the state's population 
(Native and non-Native) have been 
calculated based on national rates and 
the Native Health Service. This data 
suggests that 29 FAS cases may be 
born each year in Alaska. 28 



Cost of FAS 

• A total of 38 individuals with FAS (as 
verified through medical chart review) 
accounted for $690,000 in medicaid 
billings during a 2-year period, 1 989- 
1990. 27 

• Lifetime cost for each Alaskan FAS 
birth was conservatively estimated in 
1989 as $1.4 million. 28 



Alaska Native FAS Prevalence 

A medical chart review of Alaskan Native 
children (identified through the Indian 
Health Service, state data sources, and a 
large pediatric practice) yielded a prelimi- 
nary minimum FAS prevalence rate. A 
statistical technique was used to estimate 
a maximum prevalence rate for Alaska 
Natives, born 1978-1991, currently aged 
1 - 1 4. 2527 

• Observed minimum: 2.1 FAS cases per 
1,000 live births 27 

• Estimated maximum: 6.6 FAS cases per 
1,000 live births 25 
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Alcohol's Link 
with Other Behaviors 



• Abuse of alcohol and other drugs is 
the greatest cause of disability and 
perhaps death in adolescents and 
young adults. 8 

• 34% of Alaskan students (7-1 2 grade) 
who drink, report having driven after 
drinking. 12 

• 1 6% of Alaskan students (7-1 2 grade) 
who drink or use other substances, 
report having had an injury or acci- 
dent due to their use. 13 

A 1 992 comprehensive study by the 
Inspector General of the U.S. Depart- 
ment of Health and Human Services 
found a strong association between 
underage drinking, rape, sexual assault, 
suicide, and other harmful incidents. 15 
Findings include: 

• A U.S. Department of Justice survey 
found 32% of youth under 18 in long- 
term state-operated juvenile institu- 
tions in 1987 were under the influ- 
ence of alcohol at the time of the 
offense. 16 

• Alcohol use is implicated in one- to 
two-thirds of sexual assault and ac- 
quaintance or date rape cases among 
teens and college students. 15 

• In a national survey of college stu- 
dents, almost 50% who said they had 
been victims of crime admitted that 
they had used alcohol or another drug 



before the crime occurred. 17 

• Alcohol is a contributing factor in the 
timing and seriousness of attempted 
youth suicides. One researcher found 
that drug and alcohol abuse is the 
most common characteristic of youth 
who attempt suicide. 18 

• A survey of high school students found 
that 1 8% of females and 39% of males 
say it's acceptable for a boy to force 
sex if the girl is drugged or drunk. 19 

• A 1990 survey of Massachusetts 1 6-19 
year olds found that 49% were more 
iikeiy to have had sex if they and their 
partner had been drinking. In addi- 
tion, 1 7% used condoms less often 
after drinking. 20 

• Two national studies have linked 
youth alcohol use and drowning. 
Researchers found from 40% to 50% 
of young males who drown use alco- 
hol prior to drowning. 2122 



Table 2.6 



Percent of Alcohol-Related Youth 
Fatalities 


Accidents 


40% 


Automotive 


51 % (under 21 years old) 


Homicide 


30% 


Suicide 


20% 


National youth age 1 5-24; drug- related data not available 8 j 
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Establishing a positive, healthy approach 
to sexual behavior is critical for the 
prevention of early adolescent sexual 
activity and the related problems of teen 
pregnancies, childbirth, and sexually 
transmitted diseases. Adolescent sexual 
activity has profound long-term eco- 
nomic and social costs. Alaska teens 
report an early onset of sexual inter- 
course. This premature sexual activity 
results in a high teen birth rate, and 
serious concerns about sexually transmit- 
ted diseases. 



Sexual Experience 

• Alaska teens (grades 7-1 2) report an 
onset of sexual intercourse at an 
earlier age (females - 14, males - 1 3) 
than teens nationally (females - 1 7, 
males 16). 14 

• 25% of surveyed Alaskan 8th graders 
(junior high students) report having 
had sexual intercourse. 1 



Some of the data on adolescent sexual 
behavior was obtained from the 1 989 
Adolescent Health Survey. Students 
surveyed were in grades 7-12, exclud- 
ing Anchorage and Fairbanks. 

Figure 2.6/Table 2.7 



Percent of Students Reporting Having Had Sexual Intercourse* 
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• Young women who have had multiple 
partners and who initiate intercourse 
at an early age face the greatest risk of 
developing cervical cancer, typically 6 
- 20 years later. 21, 23,32 

• A 1 990 national survey found 35% of 
9th -12th grade students report having 
had two or more sex partners during 
their lifetime. Four or more sex part- 
ners were reported by 1 9% of the 
same group. 5 



Contraceptive Use 

• Most common contraception used by 
sexually active Alaska teenagers. 1 



condoms 


51% 


withdrawal 


12% 


birth control pill 


16% 


foam with condoms 


3% 


no birth control 


19% 



Figure 2.7 

Reported Contraceptive Use by Alaska Teens* 

Rarely, 

Sometimes or 




*Students grades 7-12 (1989) 1 



Condoms are the most 
frequently used form of 
birth control: females 
41%, males 58%. 1 

A national study found 
among sexually active 9 - 
12th grade students, 78% 
reported they (or their 
partner) used contracep- 
tion at last intercourse. 2 



Table 2.8 



Reasons for Not Using Contraception 
Among Alaska Teens Who Are Sexually Active 


Reasons Not To Contracept 


Male 

(n=344) 


Female 

(n=346) 


Having sex was unexpected, no time to prepare 


32% 


35% 


Just didn't think of it 


31% 


22% 


Partner doesn’t want to use birth control 


8% 


5% 


Embarassed to try to get birth control 


4% 


8% 


It is my partner's problem, not mine 


8% 


5% 


Didn't think I/she would get pregnant 


6% 


6% 


Worry about side effects of birth control 


2% 


5% 


Reference: Alaska Department of Health and Social Services 1 
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Teen Pregnancy and Births 



• Approximately one in ten Alaska 
females 15-19 (and one in five Alaska 
Native teen females) become pregnant 
every year. 24 

• More than 1 ,200 babies were born to 
teenage mothers in Alaska in 1991 
and 1992. 24 



• Three teenagers a day give birth in 
Alaska; one a month is younger than 
15; one in five is having her second, 
third, or fourth child. 6 

• In 1991, 33% of teenage births in 
Alaska were to mothers under 18. 19 



Pregnancy and Birth Rate Definition 



Pregnancy Rate: Number of concep- 
tions (live-births + abortions + 
miscarriages) divided by the female 
population (15-19), times 1,000. 

Birth Rate: Number of live births 
divided by the female population (15- 
19), times 1,000. 



Teen birth rates and pregnancy 
rates are not synonymous terms. 

Alaska can identify birth rates, but 
it cannot identify precise preg- 
nancy rates because the state 
keeps no record of pregnancies 
terminated by abortion, stillbirth, 
or miscarriage. 



Figure 2.8 



Teen Pregnancy Outcomes 15 

(national estimates) 




Live 

Births* 

49% 



*An estimated 7% of unmarried teen mothers (ages 15-19) place their child for adoption.' 6 
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Teen Pregnancy and Births 



• For Alaska teens ages 15-19, preg- 
nancy and birth rates are on the 
increase. Birth rates fell in the mid- 
1980's but are rising again. 1991 
estimates show a higher rate than 
anytime in the 1980's. 19 ' 24 



• Estimated teen pregnancy rate, for the 
three year period 1990 - 1992: 140 
pregnancies per 1,000 Alaska females 
ages 15-19 (Alaska's teen pregnancy 
rate is an estimated number derived by 
using national pregnancy outcome 
studies). 2415 
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Figure 2.9/Table 2.9 



Comparitive Teen Birth Rates 
Number of Births per 1,000 Females Ages 15-19 
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*1 991 and 1992 data are provisional; the Alaska Bureau of Vital Statistics cautions 
the reader that the data may change. 
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Public Cost of Teen Pregnancy and Births 



• The public cost of teen parenting is 
defined as Food Stamps, Medicaid, and 
state and federal AFDC (Aid to Families 
with Dependent Children). 6 Other 
significant costs omitted from this 
estimate include: 

■ education/job training; 

• child care; 

■ child protective services for teen or 
child; 

■ foster care; 

■ housing; 

■ psychological counseling; and 

• partial loss of mother and child as 
contributing members of society. 

• Over 50% of the national AFDC bud- 
get is spent in households in which the 
mother was a teenager at the time her 
first child was born. 31 

• Nationally, public funds pay for the 
delivery costs of at least 50% of the 
births to teenagers. 26 



Annual Public Cost 

of Teen Parenting in Alaska 

A 1988 cost analysis of teen parenting 

found: 

• $51 .4 million is spent to assist Alaska 
families that began when the mother 
was a teenager. 6 

• $4 million is spent annually to assist 
mothers who are currently teens. 6 

• More than $12,000 in public monies 
is spent annually to support each 
family headed by a teenager. 6 

1993 Teen Parenting AFDC Costs 

• The number of teenage parents head- 
ing families and receiving public 
assistance has more than doubled 
since 1989. 19 

• In December 1992, 714 teen parents 
received AFDC services compared to 
335 in January 1989. 19 ' 7 

• The costs of AFDC for teen parents 
will be a minimum of $7 million in 
1993. 19 

• In Alaska, for the three year period 
1989-1992, 73% of mothers under 
age 20 were Medicaid recipients. 30 
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Sexually Transmitted Diseases 



• Teenage females are more prone to 
STD's than adults because of the 
anatomy and physiology of the adoles- 
cent cervix. 32 



from 1 986-1 991 for all ages. The 
Centers for Disease Control and 
Prevention calculated a 1991 rate for 
Alaska of 3.4 cases per 1 00,000 
people, compared to the national rate 
of 17.8 /1 00,000.” 



Chlamydia 

• Nationally, chlamydia infections to 
teens ages 1 5-1 9 occur six times as 
frequently as gonorrhea infections. 31 
In 1992, Alaska adolescents ages 15- 
1 9 comprised 50% (92 of 1 84) of the 
positive chlamydia tests in four public 
health sites offering tests. 21 Infertility, 
ectopic pregnancy, and pelvic inflam- 
matory disease are complications 
associated with chlamydia. 20 



Gonorrhea Rates 



Prenatal Care, 

Low Birth Weight, 
and Infant Mortality 
for Teen Mothers 

In 1990, 44% of Alaskan teenage moth- 
ers received less than adequate prenatal 
care before delivery. 25 Babies born to 
teenage mothers are at a greater risk for 
low birth weight and infant death. Teen 
mothers are more likely to be under- 
weight prior to pregnancy and do not 
gain weight during the pregnancy. 29 



• Alaska teens age 1 5-1 9 have the 
highest Alaska age-specific rates of 
gonorrhea (535 cases per 100,000 in 
1 991 ). In that same year, young 
adolescents age 10-14 experienced a 
gonorrhea rate of 48 cases per 
100,000.” While rates of gonorrhea 
have declined, many new penicillin- 
resistant strains have emerged. 22 



AIDS/HIV 



• 25% of all Alaska AIDS cases are 20- 
29 years old. Because the incubation 
period may be ten years or longer, 
many of these young people were 
likely infected with HIV in their 
teens. 27 







The total number of AIDS cases in 
Alaska ranged from 1 6-1 9 each year 



Definitions 



Low Birth Weight Rate: The number 
of babies born whose birth weight is 
less than 5 lb. 8 oz., divided by 
number of live births, times 1 ,000. 

Infant Mortality Rate: The number 
of infant deaths (under one year of 
age)divided by the number of live 
births, times 1,000. 



• Low birth weight babies per 1 ,000 
females for the three year period 1 988 
- 1990. 9 

• teens 15 - 19: 63/1,000 

all ages: 48/1,000 

• Infant Mortality per 1 ,000 births for 
the three year period 1 988 - 1 990. 9 

• teens 15 -19: 14/1,000 

all ages: 10/1,000 
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Mental health refers not only to the 
absence of mental disorders but also the 
ability to negotiate life's challenges 
without dysfunction. The prevalence of 
mental disorders among adolescents in 
Alaska is unknown at this time. Emo- 
tional disorders can contribute to many 
other health problems in adolescents. 
Teens suffering from emotional disorders 
are often less able to resist substance 
use, unprotected sex, and other antiso- 
cial, risk-taking behavior. 

Suicide is the result of an inability to 
move through life's challenges. The 
suicide rate for Alaska teens is four times 
higher than the national average. For 
Alaska Native teens the suicide rate is 
ten times higher. 

Some information on adolescent mental 
health was obtained from the 1989 
Adolescent Health Survey. Students 
surveyed were in grades 7-12, excluding 
Anchorage and Fairbanks. 



Psychiatric Disorders 

• Prevalence of psychiatric disorders 
among adolescents in Alaska is unde- 
termined. 4 

• Using national prevalence estimates 
and the 1 990 census data, 1 6,000 
Alaska adolescents (20%) may have 
some form of psychiatric disorder. 4 

• 5,600 Alaska adolescents (7% of the 
population) are estimated to be se- 
verely emotionally disturbed. 4 

• 6% of surveyed students grades 7-1 2 
were determined to be "highly emo- 
tionally distressed" (experiencing two 
or more: extreme saddness, stress/ 
pressure, worry, or nervousness). 18 

• Nationally, 1 % of females (1 2-1 8) are 
anorexic 14 and 3-1 9% 15 of high school 
and college females are bulimic. Long 
term mortality rates for chronic 
anorexia (as high as 20%) are among 
the highest for psychiatric disor- 
ders. 16,17 



Figure 2.10 




• 1 2% of Alaska students (grades 7- 
1 2) report they vomit at least 
monthly to control weight. 19 

See Eating Disorders in the Physical 
Health section for more information. 
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Suicide Demographics 

• Rate of suicide for Alaska youth (1 5- 
1 9) is four times higher than teens 
nationally. 1 The Alaska Native ado- 
lescent suicide rate is almost three 
times higher than the rate for white 
Alaskan teens. 

•142 Alaska youth (1 0-1 9) committed 
suicide between 1 980-1 989. 5 

73% of suicides were male 

46% were Alaska Native 

• According to the 1 989 Adolescent 
Health Survey: 

• one in six teens report they have 
ever attempted suicide. 18 

• 1 8% of teens report they know of 
a family member who attempted 
or completed a suicide. 18 

• 45% of teens report that at least 
one of their friends has attempted 
suicide. 18 



Table 2.10 



Number of Alaska Teen Suicides (15-19) by Ethnicity 


Year/Race 


White 


Alaska 

Native 


Other Ethnic 
Groups 


State 

Total 


1988 


10 


6 


0 


16 


1989 


10 


10 


1 


21 


1990 


6 


5 


1 


12 


3 -year 
Average 
Suicide Rate* 


32 per 100,000 


1 00 per 
100,000 


- 


44 per 1 00,000 


*Due to the relatively small number of suicides, these rates may vary from year to year, so a 3-year average rate was 
calculated. 


2 

Reference: Bureau of Vital Statistics 



Figure 2.1 1 

Teen (15-19) Suicide Rate 
Deaths per 1 00,000 




Teens Teens Native 

(1987) 1 (1988- Teens 

1990) 2 (1988- 

1990) 2 



Definition 



Suicide Rate: Number of suicides 
divided by the age-specific popu- 
lation, times 100,000. 
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Alcohol-Suicide Link 



• An Alaska study (Hlady 1 986) exam- 
ined suicides of aN ages. 3 

■ 59% of 1 69 suicides examined had 
detectable blood alcohol levels at 
autopsy. 3 

■ 79% of Native suicides studied had 
detectable blood alcohol level at 
autopsy. 3 

• An Anchorage injury study (Vermillian 
1990) found females (15-19), outnum- 
bered males 3 to 1 for nonfatal, self- 
inflicted injuries. 12 



• A 5 year study of Alaska Native sui- 
cides in Southwest Alaska (Marshall 
1992) provides an indepth look at 66 
rural suicides of all ages. 13 

■ Guns were involved in 90% of all 
suicides. 13 

■ Alcohol was involved in 70% of all 
suicides and 38% of youth sui- 
cides. 13 

• A national study of youth suicide 
found drug and alcohol abuse to be 
the most common characteristic of 
teen suicide attempts. A high inci- 
dence of drug and alcohol abuse by 
the attempters' parents was also 
noted. 8 



Figure 2.12 



Frequency of Drug/Alcohol Use 
Among Youth Suicide Attempters* 




* National study, 1987 
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Mental Health Services 



Table 2.1 1 



Adolescents Receiving Mental Health 
Services by Provider 


FY92 Mental Health 
Service Provider* 


Number of 
Adolescents 
Served 


Alaska Youth Initiative 7 


105 


Alaska Psychiatric Institute 6 


185 


Community Mental 
Health Center 6 


1,751 


*This represents a limited sample of the total 
population of youth who received treatment services 
since private hospitals and clinicians did not provide 
documentation. 



Division of Mental Health and 

Developmental Disabilities 

• In FY92, 1,936 adolescents age 10-19 
received services from state funded 
mental health service providers. 6 

• Over half of the teen primary diag- 
noses are for family and social adjust- 
ment disorders. 6 

• In 1 985 the Alaska Youth Initiative 
(AYI) was established to bring back 
severely emotionally disturbed (men- 
tally ill, abused, delinquent, and 
behavior disordered) children placed 
out-of-state and provide in-state 
individualized, treatment services. 




Table 2.12 



Medicaid Reimbursed 
Mental Health Services FY92 


Services 


6 - 14 

years of age 


15 - 20 
years of age 


Expense 


No. 

Served 


Expense 


No. 

Served 


Inpatient 

Psychiatric 

Service 


$4.9 

million 


338 


$2.7 

million 


264 


Outpatient 
Mental 
Health Clinic 
Services 


$1.5 

million 


1,075 


$.7 

million 


554 


Institutional 
Services for 
the Mentally 
Retarded 


$.9 

million 


8 


1 

$1 

million 


9 


Reference: Alaska Division of Medical Assistance 10 




Department of Education 

• In FY92, Alaska Department of Educa- 
tion provided special education ser- 
vices for 564 seriously emotionally 
disturbed and 322 mentally retarded 
students age 10-1 9. 11 

• The department does not keep 
records of how many adolescents are 
seen by counselors or peer helpers for 
mental health issues. 
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Alaska's child abuse rates are significantly 
higher than national rates. Abuse cases 
include physical and sexual abuse, 
neglect, mental injury, and abandon- 
ment. The long-term consequences of 
abuse pose serious risks to adolescent 
health. Preliminary data from Alaska 
juvenile crime experts indicate a signifi- 
cant increase in the number of crimes 
against persons committed by adoles- 
cents in FY93. The number of juvenile 
referrals (police reports) has steadily 
increased since FY89. 

Some information on adolescent vio- 
lence and crime was obtained from the 
1989 Adolescent Helath Survey. Stu- 
dents surveyed were in grades 7-12, 
excluding Anchorage and Fairbanks. 



Figure 2.13 



Child Abuse and Neglect 

• Alaska children are abused or ne- 
glected at an estimated rate of 63 
alleged victims per 1,000 youth (ages 
0-1 7) compared to a national abuse 
rate of 39 per 1,000 youth (1992). 6 5 

• Alaska's elevated rates of harm to 
children may be related to the fol- 
lowing factors: 6 

• excessive alcohol consumption; 

• the chronic shortage of mental 
health services to children and 
families. 

• In FY92, 1 1,509 alleged cases of harm 
resulted in 8,996 child protection 
investigations (ages 0 - 1 7). 6 These 
investigations resulted in 3,574 
substantiated reports of harm to 
children under 18/ 



FY92 Reports of Harm By Allegation 6 
Child Protective Services* 




*Alaskans 0-17 



Total - 11,509 



• Age: 42% were adolescents 
ages 9-1 7 

• Gender: 53% were females; 
47% were male 



• Ethnicity: White 44% 

Alaska Native 36% 
Unknown 8% 

Black 7% 

Other 5% 



• Cases of adolescent abuse and 
neglect are less likely to be 
substantiated than those of 
younger children according to 
national studies. 13 
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Table 2.13 



FY92 Final Outcome of 8.466 C.P.S Investigations 


Type of Harm 


Substantiated 


Unconfirmed 


Invalid 


Neglect 


45% 


45% 


10% 


Physical Abuse 


40% 


50% 


10% 


Sexual Abuse 


37% 


55% 


8% 


Mental Injury 


47% 


48% 


5% 


Abandonment 


78% 


12% 


10% 


Reference: Child Protective Services, Alaska Division of Family and Youth Services 7 



Effects of Violence on Subsequent Adolescent Behavior 



Children are profoundly affected by the 
violence occurring in their homes. 







63% of Alaska women who were 
abused during the previous year 
reported that their children were 
abused by the abuser. 2 



• A Washington study (Boyer 1 992) 
examined the link between prior 
abuse and teen pregnancy. 9 



• An informal Alaska study found that 
66% of the young pregnant women 
interviewed had experienced abuse 
prior to their pregnancy. 10 

• A 20-year national study found that 
abused and neglected children have a 
higher likelihood of arrest for delin- 
quency, adult criminality, and violent 
criminal behavior than children who 
had not experienced maltreatment. 3 



■ Young women with a history of 
physical or sexual abuse are more 
likely to become teen mothers than 
teens who had not experienced 
abuse. 9 

• Teens with a sexual abuse history 
prior to pregnancy were more likely 
to have intercourse earlier, practice 
contraception less, use alcohol and 
other drugs more and abuse their 
own children, compared to preg- 
nant teens who had not been 
abused. 9 




Figure 2.14 

Pregnant Teens with a History 
of Being Abused* 



No Abuse 




62 % 



♦Women (under 20) who had been physically or sexually 
abused prior to their first pregnancy as a teenager. 9 
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National Research on Abuse 



• While several studies 3 have shown a 
link between child abuse and subse- 
quent delinquency and violence, it is 
especially important to note that not 
all abused children grow up to be- 
come disturbed, violent, and delin- 
quent teenagers or abusing par- 
ents. 4 ' 13 

• Parents of adolescent victims are 
more likely than those of younger 
children to have higher educational 
levels and incomes above the poverty 
level. 13 

• High rates of prior maltreatment have 
been found among incarcerated 
youth, homeless or runaway youth, 
youth involved in drug abuse, and 
teens who became pregnant during 
early adolescence. 13 



Long term consequences 
of maltreatment 



Long term consequences of abuse 
pose serious risks to adolescent 
health. 13 These include: 

• premature or increased sexual activity; 

■ increased risk of unintended pregnancy; 

• emotional disorders; 

• attempts at suicide; 

• increased risk of eating disorders; 

• confused sexual identity; 

• increased delinquent behavior; and 

• drug and alcohol abuse. 



Self Report of Abuse 



Less than one third of Alaska students 
who have been abused report they 
have told someone. 8 



In FY91 , 409 teens (ages of 1 3-1 7) 
were served by Council on Domestic 
Violence and Sexual Assault pro- 
grams. 14 



Figure 2.15 



Percent of Alaska Teens Having Been Abused* 

*Self reported by students grades 7-1 2 (1 989) 8 



40 - 




Physical 



23 




Sexual 



□ Female 



I Male 
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Juvenile Crime 



In FY92, 7,168 youth probation 
referrals were made. Most referrals 
(police reports) consist of property 
crimes and liquor violations. 11 

Characteristics of FY92 youth proba- 
tion referrals: 11 

• Age: 

69% were between ages 14-1 7. 

• Gender: arrests were 69% male; 
31% female. 

• Ethnicity: 

60?/o White 

25% Alaska Native 

7% Black 

7% Other/Unknown 



Figure 2.16 



FY92 Alaska Youth Probation Referrals 
"Juvenile Arrests" by Category 11 

Total = 7,168 



Crimes Against Person 
12 % 

Misc. Offenses 
8 % 

Public Order 

3% 



Drug/Alcohol 

16% Weapon 

2 % 




Property Offenses 
59% 



Figure 2.1 7/Table 2.14 



FY89-FY92 Youth Probation Referrals 11 
(Police Reports of Criminal Activity by Youth Under 18) 

some youth are arrested more than once 

Number of Arrests 



8,000 

7.000 

6.000 

5.000 

4.000 

3.000 

2.000 
1,000 

0 




Felony 
Misdemeanor 
Prob Viol/Other 



6,790 



FY1989 



1,143 

5,216 

431 



6.806 



FY1990 



1,374 

5,015 

417 



7,036 



FY1991 



1,404 

5,083 

549 



7,168 



FY1992 



1,437 

5,165 

566 




Prob Viol/ 
Other 



Misdemeanor 




Felony 
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Table 2.15 



FY92 Police Reports of Criminal Activity by Alaska Youth Under Age 1 8 

Total = 7,168 


Crime Category 


Number of arrests 11 
% misdemeanor 
% felony 


Most often committed 
crimes by teens per 
category 1 


Property 


4,238 cases 






Misdemeanor 75% 


Shoplifting, joyriding. 




Felony 25% 


Trespassing, burglary, theft 

| 


Drug/Alcohol 


1,158 cases 






Misdemeanor 96% 


Possession and 
consumption of alcohol, 




PoIrM-tw AOL 

i i v i i j — r /u 


Pr\cc£sccir\n snrl/r\r cslo 

1 U 1 1 U/ W 1 julv. 

of most drugs 


Crimes Against Persons 


876 cases 






Misdemeanor 69% 


Reckless conduct, simple 
assault 




Felony 31% 


Aggravated assault, sexual 
abuse, rape, robbery 


Miscellaneous Offenses 


563 cases 






All violations 


Probation violation 70% 
Other 30% 


Public Order 


196 cases 






Misdemeanor 84% 


Disorderly conduct, 
Harassment 




Felony 16% 


Bomb threats 


Weapon 


133 cases 






Misdemeanor 90% 


Concealed weapon 




Felony 10% 


Discharge of a weapon 



69 
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Youth Detention 



In FY93, youth detention services were 
provided in 5 facilities (Anchorage, 
Fairbanks, Juneau, Nome, and Bethel). 12 

• 1,311 accused juvenile offenders 
were provided secured detention 
pending court appearance. 12 



• 96 juvenile offenders were provided 
supervision and rehabilitation in 
secure, long-term facilities. 12 

• Juvenile detention characteristics: 12 

• Age: 75% were between ages 

15-17 

• Gender: 74% male; 

26% female 



Figure 2.18 



FY92 Juvenile Detention by Ethnicity 11 
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Over half of adolescent deaths are a 
result of unintentional injuries. The 
most frequent causes of adolescents' 
unintentional injuries include: 
motor vehicle crashes, falls, sports 
accidents, fire, water and poisoning. 
Alcohol and other drugs play a 
significant role in many injury 
deaths. Motor vehicle injuries, in 
particular, have profound, long- 
term socioeconomic costs. 

Some of the data on adolescent 
unintentional injuries was obtained 
from the 1 989 Adolescent Health 
Survey. Students surveyed were in 
grades 7-12, excluding Anchorage 
and Fairbanks. 



Injury Overview 

• Alaska has the highest incidence 
of youth (age 0-14) injury deaths 
among the fifty states. 12 

• Deaths as a result of injuries are just 
the tip of the iceberg. Nationally, for 
every injury fatality (ages 0-19) there 
are 45 hospital admissions and 1,300 
emergency room visits. 4 



Figure 2.19 



Fatality-Injury Pyramid 
Ages 0-19* 



1 Death 




•National study 4 



• Of students (grades 7-1 2) who ride a 
motorcylce at least once a month, 
37% of males and 55% of females 
report rarely or never wearing a 
helmet. 8 



• Between 1980 and 1989, 664 
adolescents (ages 10-19) died as 

a result of some type of intention- 
al or unintentional injury (76% 
were male; 35% were Native). 3 

• Motor vehicle crashes 

and drownings were the greatest 
causes of unintentional deaths for 
Alaskan youth 1 0-1 9 between 
1980 and 1989. 3 



Table 2.16 



Unintentional Injury Deaths 
Alaskans (10-19) 

1988 - 1990 


Year 


Unintentional 

Injuries/Deaths 


Rate per 
100,000 


1988 


35 


46 


1989 


45 


59 


1990 


31 


39 


3 -year Average 


- 


48 


Reference: Bureau of Vital Statistics 10 
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Injury Overview 



Definition 



Unintentional Injury Death 

Rate: The number of deaths due 
to unintentional injuries divided 
by the age-specific population, 
times 100,000. 

Motor Vehicle: includes cars, 
trucks, 3- and 4-wheelers, 
snowmachines, and motorcycles. 



• Adolescent deaths may be divided 
into two general categories: 

1 . Those due to pre-existing condi- 
tions, infections, or disease; 

2. Those as a result of injuries either 
intentional (suicides, homicides) or 
unintentional (all potentially pre- 
ventable "accidents"). Table 2.17 
lists the major causes of injury 
deaths to Alaskan adolescents. 






# 

O 

ERiC 



Table 2.1 7 



Causes of Adolescent Injury Deaths, Alaska, 198( 


3-1989 


Fatal Injury Causes 


All Adolescents 
Ages 10-19 


Young Adolescents 
Ages 10-14 


Older Adolescents 
Ages 15-19 


Motor vehicle 
crashes 


214 


44 


170 


Suicide 


142 


12 


130 


Drowning 


112 


25 


87 


Homicide 


43 


5 


38 


Other 


94 


29 


65 


Aircraft 


24 


6 


18 


Alcohol Poisoning 


19 


1 


18 


Fire 


16 


8 


8 


Total 


664 


130 


534 


Reference: Causes of Death in Alaska, 1950, 1980-1989 3 



The Status of Adolescent Health in Alaska 




74 





ALASKA'S ADOLESCENTS J 



Motor Vehicle Crashes 



• Between 1 980 and 1 989 motor 
vehicle crashes killed more Alaska 
teenagers than any other cause of 
death. 3 

• In a ten year review of teenage motor 
vehicle fatalities, 64% were male and 
21% Native. 3 

• Teens 1 6-20 (representing only 7% of 
all licensed drivers) were involved 

ini 4% of all automobile crashes. 5 

• 1 ,1 80 adolescents 1 1 -20 were injured 
(11 were killed) in 1991 automobile 
crashes. 6 

• "Automobile" refers to any motorized 
vehicle used on a public roadway (it 
does not involve off-road crashes, i.e. 
3- and 4-wheelers and 
snowmachines). 



Drinking and Driving 

• 34% of students who drink report 
having driven after drinking. 8 

• 1 1 % of documented alcohol related 
automobile crashes were caused by 
drivers age 1 6-20 (of drivers age 
known). 2 - 6 

• 75% of adolescent alcohol involved 
automobile crashes were caused by 
male drivers 16-20. 2,6 

• Of those males that drink, 40% report 
they have driven after drinking (7-12 
graders). 8 



Figure 2.20 Figure 2.21 



Safety Belt Use by Alaska Teens* 




Alaska Teens Who Ride 
With A Drinking Driver* 


Rarely or Never Use 






39% 




Sometimes or Often 






19% 

rP\ 


Often or Always Us 






61% 




Rarely or Never 






81% 


*Students grades 7 - 1 2 (1 989) 8 




^Students grades 7 - 1 2 (1 989) 8 
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Injury Link with Alcohol 



• Alcohol plays a significant role in the 
leading causes of teenage death 
(accidents, homicides, and suicides). 9 



• Between 1 980-1 989, drowning was 
the second leading cause of uninten- 
tional injury deaths to adolescents IQ- 



19. 3 



Table 2.18 



Percent of Alcohol-Related 
Youth Fatalities* 


Accidents 


40% 


Automotive 


51% (under 21) 


Homicide 


30% 


Suicide 


20% 


*National youth 15-24, drug-related data not 
available. 9 



• An early Alaska study (Annerud 1 981 ) 
found the highest drowning rates for 
all ages occurred in the Northern and 
Southeast regions (commercial and 
subsistence fishing and hunting re- 
gions). 7 

• 95% of adolescent drowning victims 
are male. 3 



Figure 2.22 
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Quality nutrition, regular physical activity, 
and abstinence from smoking and alcohol 
are cornerstones in developing and 
maintaining physical health during ado- 
lescence. Establishing positive lifelong 
health habits is critical for the prevention 
of chronic disease (heart disease, cancer, 
and stroke) later in life. 



Eating Habits 

Poor dietary practices which may begin 
in adolescence are linked to the estimat- 
ed 375,000 annual deaths (and $65 
billion in related health care costs) due 
to heart disease, cancer and stroke. This 
dietary risk factor has an impact similar 
to that of tobacco for premature death. 4 



Information on adolescent physical health 
was obtained from the 1989 Adolescent 
Health Survey with the exception of the 
disability section. Students surveyed 
were in grades 7-12, excluding Anchor- 
age and Fairbanks. 



Eating Disorders and Attitudes 

Concern with weight is a common prob- 
lem among adolescents and can mark the 
beginning of a continuum of disordered 
eating behaviors and attitudes. If un- 
treated, eating disorders can result in 
significant morbidity and mortality. 9 

• Nationally, 1% of females (12-18) are 
anorexic 7 and 3-19% of high school 
and college females are bulimic. 8 



• Eating habits are extremely variable 
among adolescents. During the teen 
years 45% of adult skeletal mass is 
formed. 11 Poor eating habits are 
associated with increased risk of 
overweight, underweight, anemia, and 
dental cavities. 12 

• 23% of Alaska students surveyed eat 
fruits and vegetables less than once 
daily (current recommendation are 5 
or more servings daily). 1 

• 40% of Alaska students eat "junk 
food" 3 or more times daily (sweet or 
salty snacks). 1 

• 20% of students (outside of Anchorage 
and Fairbanks) report eating subsis- 
tence foods daily. 6 



Table 2.19 



Common Eating Disorders and Attitudes Among Alaska Adolescents* 


Teens Ages 12-19 


Males 


Females 


Feel overweight 


11% 


31% 


Feel underweight 


34% 


11% 


Very dissatisfied with weight 


15% 


33% 


Dieted at least 1 0 times in the past year 


3% 


10% 


Have ever binged 


17% 


31% 


Have ever induced vomiting 


10% 


14% 


Fear not being able to stop eating once started 


6% 


16% 


* When at appropriate weight for height; students grades 7- 12 (1 990) 6 
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Body Weight 



60% of Alaska females and 45% of 
males were at the appropriate weight 
for their height. 1 

Nearly 35% of Alaska teens were 
somewhat overweight or obese. 1 



A study of Athabaskan and Fairbanks/ 
Interior teens, (1 2-1 9) found 1 8% of 
those surveyed to be overweight (22% 
female, 15% male). 3 




Figure 2.23 





Table 2.20 



Comparative Alaska/U.S. Adolescent Body Weights by Gender 1 



Teens 12-19 


Males 


Females 


Alaska 


U.S. 


Alaska 


U.S. 


Underweight 


13% 


25% 


11% 


25% 


Somewhat 

Overweight* 


26% 


15% 


15% 


15% 


Obese* 


15% 


10% 


14% 


10% 



* Based on student reports of their height and weight whether an individual was underweight (0-25%), somewhat 
overweight (75-90%), or obese (90-100%). Deviation from expected values based on national norms (National Centers for 
Health Statistics, 1987). 



Reference: State of Adolescent Health 1 
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Fitness 



Preventative Health Care 



• 38% of Alaska students (45% females; 
30% males) do not get adequate 
exercise ("breaking a sweat" three 
times a week). 6 



Tobacco 

• 1 4% of surveyed Alaska students (1 6% 
female and 1 3% male) smoke ciga- 
rettes daily. 1 

• Chewing tobacco is used daily by 6% 
of students surveyed. (12% female 
and 16% male in communities less 
than 2,500 people.) 2 



• 71 % of Alaska students reported they 
had received a physical exam in the 
last two years. 1 

• In rural communities (<2,500 
people), 62% of students had received 
a recent physical exam. 1 

• In urban communities (2, 5003- 
people, excluding Anchorage and 
Fairbanks), 75% of students received a 
recent physical exam. 1 



Figure 2.24 



Preventable Behavioral Risk Factors Leading to Chronic Disease 
Teens Having Four or More Behavioral Risk Factors* 

(overweight, poor nutrition, tobacco use, inadequate exercise) 




Males Females 



* Alaska students grades 7-12 (1989) 1 



81 



Section II: 



( PHYSICAL HEALTH 



Disabilities 



• 8,083 Alaska students (1 0-1 7) re- 
ceived special education services 
through their local school district in 
FY92. 10 Services are provided for the 
following handicapping conditions: 10 

• hard of hearing; 

• speech or language impaired; 

• orthopedically impaired; 
visually handicapped; 

• deaf; 

• mentally retarded; 

• traumatic brain injury; 

• emotionally disturbed; 

• multi-handicapped; and 

• other health impaired. 



• It has been estimated that almost 9% 
of youth under 21 are in need of 
specialized health care (chronic 
conditions include muscle/skelatal, 
hearing impariment, speech defects, 
asthma, diabetes, and epilepsy; 
excludes: blindness, Down's Syn- 
drome, and heart disease) 13 

• Using 1 990 census data, it is esti- 
mated that 6,900 adolescents have 
chronic conditions likely to result in 
moderate to severe activity limitation. 

• 5% of students in grades 7-12 report 
limitations in school activities due to a 
physical condition or health problem. 
8% of students report some limitation 
in use of arms or legs. 6 



Table 2.21 



Health Conditions 

Limiting School Activities of Alaska Adolescents* 


Category 


Condition 


Percent of 
Students 


Nerve/Sensory 


hearing impairment 


8% 




speech problems 


10% 




learning disabilities 


11% 




seizures/convulsions 


3% 


Emotional/Somatic 


nervous/emotional problems 


27% 




abdominal problems 


31% 




headaches 


80% 


Chronic 


diabetes 


2% 




allergies/hay fever 


23% 


‘Students grades 7-1 2 (1 989) 1 



m 
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Academic test scores (ITBS and SAT) for 
Alaska adolescents are on par or slightly 
above national norms. Approximately 
one quarter of entering 9th graders will 
not graduate from high school. Alaska 
Native students in urban areas are 2-1/2 
times more likely to drop out of school 
than their rural counterparts. School 
failure at an early age appears to be a 
major precipitating event in establishing 
adolescent problem behavior. Long- 
term employment opportunities are 
significantly reduced for high school 
drop outs. 

Some information on adolescent school 
achievement was obtained from the 
1989 Adolescent Health Survey. Stu- 
dents surveyed were in grades 7-12, 
excluding Anchorage and Fairbanks. 



School Enrollment 

• 45,039 students were enrolled state- 
wide in grades 7-12 in 1990-91 
school year. 1 

• While 72% of the 
students in grades 7- 
12 are enrolled in 
Anchorage, 

Fairbanks, Juneau, 

Kenai, or Mat-Su 
schools, 80% of the 
early leavers popula- 
tion (dropouts) came 
from one of these 
districts. 1 



Supplemental Programs 

• Over 20% of dropouts are eligible for 
supplemental special educational 
programs. 5 

• Special educational services are 
provided to approximately 1 2% of 
enrolled K-12 grade population. 5 

• In FY92, 8,083 students (10-17) 
received special education services 
through their local school district. 5 
See pages 69-74. "Physical Health" 
section, for further details. 



Alternative School Programs 

in the 1992-93 school year approxi- 
mately 1 5 alternative schools provided 
services to teens in Alaska. The number 
of alternative schools is on the increase 
as school districts restructure to meet the 
needs of all students. 6 



Figure 2.25 



School Enrollment by Urban/Rural Districts* 




Districts 

‘Students grades 7-12 ( 1990-91 school y4ar) 



• 53% of all students 
(K-12) are enrolled 
within the Anchorage 
and Fairbanks North 
Star Borough School 
districts. 7 
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Academic Test Scores 



Standardized academic tests provide a basis to compare Alaska adolescents to their 
counterparts in the rest of the country. Standardized tests, however, have some 
inherent biases. Lower test scores are associated with high rates of students who live 
in homes where English is a second language, with cultural differences between the 
community and the school, and with high concentrations of families who are poor. 



SAT Scores 

(Scholastic Achievement Scores) 

In the 1 992-93 school year 49% of 
Alaska high school graduates took the 
SAT test. This nationally-normed, mul- 
tiple-choice test is used to predict how 
well a student may do academically as a 
freshman in college. 

Table 2.22 



High School SAT Scores 
1992-1993 Averages* 




Math 


Verbal 


Alaska 

Students 


477 


438 


u.s. 

Students 


478 


424 


*Highest possible score for each section is 900 18 



ITBS Scores 

(IOWA Tests of Basic Skills) 

In 1991-92 more than 7,673 eighth 
grade Alaska students took the ITBS 
tests. Basic skills in reading, math and 
language arts are assessed and compared 
to national norms. 



Table 2.23 



ITBS 8th Grade Scores 

Percentage of Students in Top and Bottom Quartiles 




Bottom Quarter 


Top Quarter 




Alaska 


U.S. 


Alaska 


U.S. 


Reading 


21% 


25% 


32% 


25% 


Math 


20% 


25% 


28% 


25% 


Language 

Arts 


22% 


25% 


26% 


25% 


1 9 

Reference: Alaska Department of Education 



Relationship of Self-reported School Performance 
to Selected Risk Factors* 



Table 

2.24 





Above Average School 


Below Average School 




Performance 


Performance 


Risk Factors 


43.5% 


8.2% 


Daily/Weekly Cigarette Use 


n% 


35% 


Daily Weekly Alcohol Use 


10% 


21% 


Daily Weekly Marijuana Use 


4% 


15% 


Ever Had Sexual Intercourse 


33% 


52% 


Ever Caused/Gotten Pregnant 


3% 


9% 


Feel Extremely Hopeless 


7% 


16% 


Would Like To Commit Suicide 


4% 


13% 


Have Attempted Suicide 


14% 


27% 


Ever Been Sexually Abused 


13% 


20% 


Ever Been Physically Abused 


12% 


24% 


*Alaska students grades 7 - 12 (1989) 17 
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Dropping Out 



• It is projected that 25% of the Alaska 
1990-91 ninth grade class will leave 
school prior to graduation. 1 

• 2,1 99 students in grades 7-1 2 
dropped out of school, in the 1 990- 
91 school year. 1 

• Alaska Native students from the 
urban school districts of Anchorage, 
Fairbanks and Juneau have the 
highest dropout rate. 2 

• National studies have found a high 
correlation between dropping out 
and teen pregnancy. 34 Young 
women who give birth in grades 7-12 
complete an average fewer years of 
school, are less likely to earn a high 
school diploma, and are less likely to 
go on to college than those who 
delay childbearing until their twen- 
ties. 23 

• A 1 990 Alaska study interviewing 
115 young women who dropped out 
of school reported four major related 
factors: 8 

• emotional, physical, and sexual 
abuse; 

• stereotyping and discrimination 
(based on race, age, gender, 
pregnancy, and economic status); 

• low self-esteem; and 
isolation/alienation. 



Figure 2.26 



Alaska High School Dropouts* 



25% 

Fail to 
Graduate 



* Estimated percentage of high school freshmen in 
1990-91 who will not graduate 1 




School 



Graduates 



Table 2.25 



Alaska Annual "Early Leaver" (Drop-out) 
Rate, by Ethnicity 
(Grades 7-12) 


Ethnicity 


Annual Drop 
Out Rate (%)* 


Asian 


3.7 


White 


4.4 


Black 


5.8 


Hispanic 


6.1 


American Indian/Alaska 
Native 


6.3 


Anchorage, Fairbanks, 
Juneau Districts 


12.6 


Districts OUTSIDE 
Anchorage, Fairbanks, 
and Juneau Districts 


4.7 


Alaska Statewide Total 


4.9 


*Percent represents the number of early leavers 
(drop out), by ethnicity divided by the October 1, 
1990 enrollment count by ethnicity. 
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Costs of Dropping Out 



• Nationally, 82% of all prisoners are 
high school dropouts. In Alaska, it 
costs an average of $35,000 annually 
to maintain each prisoner. 115 



• Unemployment rates for high school 
dropouts are more than twice those 
for high school graduates. 16 

• Nationally, each year's class of early 
leavers will, over their lifetime, cost 
the nation about $260 billion in lost 
earnings and foregone taxes. 15 

• The lifetime lost earnings from Alaska's 
1991 dropouts is over $500 million 
(using national estimates). 1 

• National estimates indicate that drop- 
outs require 35% more social services 
than high school graduates. 1 



• Over a ten year period, earnings for 
male dropouts have decreased 1 2%, 
for high school graduates 9%, while 
college graduates earnings rose 10%. 11 

• In a lifetime, a male high school 
dropout will earn $260,000 less than a 
high school graduate; a female will 
earn $200,000 less. 11 



Table 2.26 



Educational Attainment 
and Employment Status* 


Education Level/Status 


Employed 


Looking 
for Work 


Non high school graduate 


52 


13 


High school graduate 


76 


9 


Some college 


85 


5 


College graduate 


90 


5 


*National study; ages 16- 24 (1989) 14 
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Research and 
Data Needs 



Th is review of Alaska's adolescent health 
status is by no means complete. Many 
questions are left unanswered, often due 
to lack of complete statewide data. The 
Division of Public Health and the Adoles- 
cent Health Advisory Committee 
recognize the following areas of signifi- 
cant concern, but adequate information 
was not available at the time of publica- 
tion. 

Opportunities for prevention and early 
intervention will be greatly enhanced by 
periodic, comprehensive adolescent 
health surveys to identify problems, 
patterns, and trends in health status. The 
potential association between adolescent 
health problems needs to be examined 
(physical/sexual abuse, substance abuse, 
casual sexual behavior, teen pregnancy, 
suicide, intentional and unintentional 
injuries, and school drop out). There is a 
tremendous need for systematic, rigorous 



evaluation of adolescent health programs 
and services to identify short term and 
longterm outcomes. This is critical to 
determine the efficacy and cost effective- 
ness of specific interventions. 

If the reader is aware of Alaska studies in 
the following areas please contact: 



Adolescent Health Coordinator 

Alaska Department of Health 
and Social Services 
Division of Public Health 
Section of Maternal, Child 
and Family Health 
1231 Cambell St. 

Anchorage, AK 99501 
279-4711 

The research and data needs outlined on 
pages 82-85 are not all inclusive or listed 
by priority. 
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Substance Use Research 

• The prevalence of substance use 
among adolescents including trends 
and patterns of use. "Past month use" 
and "chronic use" data are particularly 
needed. 

• Data examining the relationship be- 
tween physical/sexual abuse and 
subsequent substance use during 
adolescence. 

• The incidence and prevalence of FAS 
and alcohol-affected infants and ado- 
lescents and among teenage mothers. 

• The prevalence, trends, and patterns of 
adolescent substance abuse residential 
and out-patient treatment statewide 
(private and public hospitals). 

The longterm social, economic, and 
health consequences of substance abuse 
on the state as a whole (including medi- 
cal expenses — acute and long-term 
care, rehabilitation, loss of income and 
productivity, and legal system overload). 

• The effectiveness of current Alaska 
laws regarding underage alcohol con- 
sumption. 

• The effectiveness of existing substance 
use prevention programs, including 
"ever use", "monthly use", and 
"chronic use" categories. 

• The effectiveness of smoking cessation 
programs used by Alaska adolescents. 



Sexual Activity Research 

• The patterns and trends of adolescent 
sexual activity (those who have ever 
had intercourse, those who have had 
intercourse in the past month, those 
who have had intercourse and chosen 
to abstain) and their contraceptive use. 

• The incidence and trend of teenage 
pregnancy between the ages of 10-14 
and 15-19 including pregnancy termi- 
nations. 

• The incidence, trends, and circum- 
stances of sexual abuse, date rape, and 
other forced sexual encounters among 
teens. 

• The impact of pregnancy on teenage 
mothers and fathers on completing 
high school or obtaining a GED by age 
25. 

• An updated cost analysis of teen preg- 
nancy/parenting to the State of Alaska. 

• Effectiveness of family life education 
programs, including: 

• delay the onset of intercourse 
among adolescents; 

increase the number of teens (who 
have been sexually active) who 
chose abstinence; 

• increase contraceptive use among 
sexually active teens; 

increase use of "safer sex" practices; 
and 

• decrease repeat pregnancies among 
teen parents. 
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Mental Health Research 



Violence and Crime Research 



• The patterns and prevalence of mental 
disorders among adolescents. 

• The incidence and trends in suicide 
and suicide attempts during adoles- 
cence. 

• The prevalence of adolescents 
recieving mental health services from 
public and private care facilities. The 
presenting problems and diagnosis of 
adolescents receiving mental health 
services. 

• The number of and cost effectiveness 
of community mental health support 
services for adolescents. 

• The number of "adolescent-designated 
beds" in hospitals. 

• The effectiveness of current adolescent 
suicide interventions. 

• The effectiveness of providing mental 
health services in the school setting on 
adolescent depression, suicide, and 
adjustment disorders. 



• The frequency, pattern, and trends of 
crimes against persons committed by 
adolescents (10-19) including demo- 
graphics on gender, age, ethnicity, and 
location. 

• Frequency and patterns and trends of 
crimes against property, DWI's (driving 
while intoxicated) and other drug- 
related offenses committed by 
adolescents. 

• Incidence and trend data of race- 
related or "hate" crimes, including 
demographics of offenders and victims. 

• The role of substance use in criminal 
offenses committed by juveniles. 

• The prevalence of violence in the 
home (physical, sexual abuse, neglect, 
mental injury, and abandonment) 
committed against an adolescent. 

• The prevalence of violence in the 
home (physical, sexual, and emotional 
abuse) committed by the adolescent 
against other family members. 



• The effectiveness of peer helper pro- 
grams in reducing adolescent 
depression, suicide, and adjustment 
disorders. 

• The effectiveness of removing children 
from the home to increase long-term 
health and reduce dysfunction. 



• Statewide surveillance of violent acts 
(crimes against persons and property 
within the school setting. The preva- 
lence of students carrying weapons 
onto school grounds. 

• Legal trends in the courts for juvenile 
offenders including: the number of 
cases, criteria for screening cases, 
disposition of cases, and repeat offend- 
ers. 
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Violence and Crime Research 

(continued) 

• Cost analysis of the impact of crime by 
adolescent offenders including: vic- 
tims medical, rehabilitation, 
incarceration/ custodial care expenses, 
property damage, and loss of income/ 
productivity. 

• Effectiveness of violence prevention 
programs. 

• Effectiveness of remediation programs 
within the institutional setting on 
recidivism. 



Unintentional Injuries and Fatalities 

Research 

• Complete and accurate data on the 
nature and circumstances of injuries 
including: 

the role of substance use; 

use of personal protective equip- 
ment (seat belts, PFD, helmets); 

patterns and trends in recreational 
injures and transport-related injuries 
including motor vehicle, ATV, snow- 
machines, motorcycles, and 
bicycles; 

routine coding of the external 
causes of injury (minimize the use 
of the injury category "undeter- 
mined" by health care providers). 

• Data on the long-term physical and 
mental outcome of injuries resulting in 
permanent disability and surveillance 
of spinal cord and head injuries. 

• Cost analysis of adolescent injuries 
including: acute medical expenses, 
rehabilitation, long-term care, loss of 
income/ productivity, and mainte- 
nance. 

• Data on the effectiveness of injury 
prevention programs currently in use. 



13 
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Physical Health Research 

• Adolescent height and weights, intake 
of fat and calories, nature of and the 
amount of weekly exercise by gender, 
ethnicity, and income levels. 

• Data on: 

■ nutritional content of the school 
breakfast and lunch food programs; 

■ nutrition information taught in 
health classes; and 

■ the physical education credits re- 
quired to complete middle/junior 
and senior high school. 

• The availability, utilization, cost of, and 
effectiveness of school-based clinics. 

• The availability, utilization, and cost of 
services for developmental disabled 
adolescents (in and out of state) includ- 
ing: rehabilitation, acute and 
long-term managed care, and ambula- 
tory support. 



Availability and Effectiveness of 
Adolescent Health Services and Pro- 
grams 

• The extent to which schools provide 
and students receive, comprehensive 
school health education. 

• The extent to which the following 
positive factors exist within communi- 
ties and statewide: 

• number of head start eligibles being 
served; 

■ number of after-school programs; 

■ number of parenting classes; 

■ number of hotlines/crisis lines; 

■ number of mental health counse- 
lors; 

• availability of recreational facilities; 

• number of safety/first-aid training 
programs; 

• a low student:teacher ratio; 

• number of school non-academic 
counselors 

• number of peer helper programs; 

• number of youth serving organiza- 
tions; 

• number of adventure-based pro- 
grams; 

■ number of teen centers; 

• number of cultural heritage celebra- 
tions; and 

• number of teen health clinics. 
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. . . communities intent on 
fashioning a comprehensive 
service delivery system 
are likely to experience 
the most progress ... 

- Education and Human Services Consortium 



Framework 
for Designing 

Adolescent Health Programs 



The Economics of Prevention 

This section details what soundly based 
research has shown to be important 
principles for prevention of adolescent 
health problems. Some of these prin- 
ciples involve no additional funding, but 
some are likely to require more funds to 
be devoted to prevention. In economic 
hard times, people with the responsibility 
for balancing budgets naturally find it 
hard to consider finding new money for 
prevention programs. 

There is ample information to guide 
decisions about how to best spend 
prevention funds. If effective prevention 
programs are adequately funded, many 
costs of treating the health problems 
addressed by the program will be 
avoided. See appendix D for specific 
cost savings. 



Prevention funding is simply an impor- 
tant social and economic investment. To 
the extent that visionary leaders can shift 
the monetary focus to prevention, we 
can expect an excellent return on this 
investment. If funds are not made avail- 
able for appropriate prevention 
strategies, the future costs, in dollars and 

quality of life, will be significant. 



Obstacles to Overcome 

When we examine our current system of 
services for youth in the context of youth 
development, we find that it is far from 
optimal. With few exceptions, the needs 
of adolescents in Alaska are not effec- 
tively addressed at the local, state, or 
national level. Despite good intentions, 
programs generally fall far short of their 
aim. This is certainly not a problem 
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unique to Alaska. At the national level, 
the Education and Human Services 
Consortium identified five main reasons 
for what they describe as the failure of 
our current system. 2 - 1( ) 

1 . Most services are crisis-oriented. 

Because programs are designed to react 
to problems rather than to prevent 
difficulties from developing, problems 
multiply and become more difficult and 
expensive to resolve. 

2. Problems of children and families 
are divided into rigid and distinct 
categories that do not reflect their 
interrelated causes and solutions. 

There are dozens of agencies and pro- 
grams, each with its own particular focus, 
source of funding, guidelines, and ac- 
countability requirements. Services are 
provided within rather than across ser- 
vice categories. As a result, providers 
tend to concentrate on a single solution 
to a specific problem rather than working 
together toward a common goal that 
addresses the range of situations contrib- 
uting to a family's problem or standing in 
the way of its resolution. 

3. There is a lack of functional com- 
munication among the numerous 
agencies in the health and social wel- 
fare system. Agencies seldom see each 
other as allies. Rivalry often occurs when 
they must compete for scarce resources. 
There is little opportunity to draw on 
services available throughout the com- 
munity that might complement their 
own. Critical difficulties in meeting 
clients' needs are left unaddressed, and 
gaps in services remain. 



4. Specialized agencies are unable to 
craft comprehensive solutions to com- 
plex problems. In any given agency, 
there is often a lack of professional talent 
and expertise necessary to plan, finance, 
and implement the multiple services 
characteristic of successful interventions. 

5. Existing services are insufficiently 
funded. In virtually all areas, our current 
system provides insufficient prevention, 
support, and treatment services to make 
a lasting difference for young people who 
must overcome multiple problems and 
years of neglect. There is a pressing need 
for a vastly expanded national investment 
in our children and families. 

There are many historical and cultural 
factors that may explain why our system 
evolved with these flaws. Despite how it 
happened, it is important to look for 
ways to remedy the system's problems 
in order to protect and enhance the 
health of our youth. The literature about 
adolescent health problems and solutions 
is filled with recommendations to direct 
remedial efforts toward institutions rather 
than toward individuals. 
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Critical Elements 
of Successful Programs 



This section is the foundation of the 
adolescent health plan. It is the cor- 
nerstone upon which the rest of the 
strategies and recommendations rest. 
If the concepts described in this sec- 
tion are not understood and applied, 
the usefulness of the rest of the plan 
may be greatly diminished. 



An extensive literature review about the 
effectiveness of programs designed to 
improve adolescent health provides us 
with a solid idea of the components 
necessary for success.* Any program's 
potential for achieving real improvement 
in any area of health for any adolescent 
population will be enhanced to the 
degree that the elements described in 
this section are in place. 



8. Programs planned according to 
age, gender, and culture; 

9. Strong link between community 
programs and schools; 

1 0. Programs are linked to "world of 
work"; 

1 1 . Sustained efforts — No "one-shot" 
programs; 

12. Accessibility and Affordability of 
services; 

13. Early identification and interven- 
tion of youth-at-risk; 

14. Intensive individual attention for 
those most in need; 

1 5. Social skills training (information 
alone does not change behavior); 



Critical Program Elements 

1 . Local decision making; 

2. Collaborative, multiagency ap- 
proach; 

3. Qualified, trained, caring staff who 
can be trusted by teens; 

4. Involvement of parents; 



16. Youth actively involved in plan- 
ning, implementation and 
evaluation; and 

1 7. Peer education and/or peer help- 
ing incorporated into programs/ 
services. 

These elements are described more fully 
below. 



5. Charismatic leader(s); 

6. Evaluation and program modifica- 
tion; 

7. Risk and protective factors empha- 
sis; 



1. Local decision makings 3 , 5,9 As 

stated in "Code Blue," "All the federal 
and state aid in the world will not be 
enough if it is not designed to build the 
capacity of communities to solve their 
own problems." This notion has pro- 
found implications for program funding 




* Much of this section is adapted from Adolescents at Risk by Joy Dryfoos, pp. 227-43. For the most 
complete discussion of these concepts, readers are directed to this source. 

Framework for Designing Adolescent Health Programs O-EST COPY AVAILABLE 
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and other policy issues. A discussion of 
this follows in this section. The challenge 
for people at the neighborhood or com- 
munity level is to organize decision 
making groups and to pull together the 
variety of resources willing and able to 
create change for adolescents. 

2. Collaborative, multiagency ap- 
proaches. 1 ^ "Collaborative partner- 
ships," as defined in "Code Blue," are 
"close, active working relationships in 
which participants share both informa- 
tion and decision-making. Together, they 
develop well-structured plans to help 
individual adolescents, making provisions 
for follow-up services and continuity. All 
collaborating partners share the responsi- 
bility for assuring that each adolescent 
and his or her family is adequately 
served." Schools, community health and 
social agencies, businesses, media, 
church groups, universities, police and 
courts, and youth groups must become 
partners in prevention efforts. A repre- 
sentative advisory group can determine 
the program goals and the ways that each 
entity is best suited to contribute. 

3. Qualified, trained, caring staff who 
can be trusted by teens.3,4,n | n almost 
every successful prevention program, the 
staff has been named as a key to success. 
The importance of the staff's ability to 
genuinely and fully "connect" with the 
youth they serve, and to respond to their 
needs with a high degree of competence 
and skill cannot be overstated. The 
programs must have leaders who are 
positive role models for youth! Success- 
ful intervention programs require 
professional staff trained as adolescent 
specialists. These specialists will be 
required in numbers rarely found in 
existing programs. Other programs may 



succeed with a greater dependence on 
volunteer and/or nonprofessional staff, 
however adequate initial and ongoing 
training remains an essential component. 

4. Involvement of parents.3 There are 
a variety of ways in which parents can be 
involved. Examples include: parent 
training and support programs (espe- 
cially when done as part of home visits), 
use of parents as instructional aids, and 
participation of parents on advisory 
committees and school teams. Results of 
parent involvement with high-risk youth 
are not as promising as with lower-risk or 
non-risk groups. Getting adequate 
parent participation requires more than 
just extending an invitation for them to 
attend a meeting or workshop. 

5. Charismatic leaders.3, s In addition 
to staff well suited for working with 
youth, a leader who is charismatic and 
extremely competent working with 
youth, staff, and the broader community 
is a common phenomenon among 
successful programs. Such a leader is a 
powerful role model and an inspiration 
to all. It is difficult to know how much of 
a program's success is actually due to the 
leader's charisma and mastery, but it may 
be substantial. Programs would benefit 
by giving close attention to the qualities 
of successful leaders, and incorporating 
them into recruitment and staff training 
plans. 

6. Evaluation and program modifica- 
tion. Successful programs have a well 
thought out plan for evaluating progress 
toward identified goals. Modifications in 
how the program is implemented are 
made as the need is indicated. The 
effectiveness of high quality prevention, 
support, and treatment services must be 
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measured by the impact these interven- 
tions have on the lives of the children 
and families. There are inherent difficul- 
ties in measuring the degree to which an 
outcome has been prevented . However, 
indicators of success can be measured 
along the way, and a formative or process 
evaluation can provide valuable insights 
that can enhance the program's potential 
for success. 

7. Risk and protective factors empha- 
sis. 1 - 5 Program goals and strategies must 
be tied closely to the factors associated 
with the behaviors rather than with the 
behavior itself. The most successful 
programs take a holistic approach to 
adolescent health. Even programs target- 
ing a specific problem behavior (such as 
teen pregnancy) incorporate holistic goals 
and strategies. It is impossible to change 
adolescent behavior with a single inter- 
vention or narrow program. High-risk 
behavior is strongly interrelated, and 
disregarding this fact will jeopardize the 
effectiveness of any program. This 
means prevention programs must be 
flexible and offer a "menu of services" 
that address a variety of needs. 

8. Programs planned according to 
age, gender, and culture. 5 , 4, n Age, 
developmental stage, gender, and culture 
have a tremendous impact on an 
individual's behavior, and interventions 
aimed at changing behavior must be 
developed accordingly. A successful 
program with a particular population 
may be quite unsuccessful with another 
because of inherent differences in the 
two populations. This does not mean 
that all programs should be developed 
around specific racial or ethnic or age 
group. (It could be argued that this 
would be detrimental if not impossible in 



this heterogeneous society.) However, 
sensitivity to the clients' age, develop- 
ment, gender, and ethnicity will greatly 
increase the program's effectiveness. 

9. Strong link between community 
programs and schools. The interrelat- 
edness of academic achievement and 
adolescents' general health behavior is 
extremely strong. Academic programs 
that are structured and carried out to 
maximize the learning by each child can 
positively affect their health. Alternative 
schools, service learning projects, school 
reorganization efforts, and dropout 
prevention projects can enhance teens' 
health status. In addition, schools are 
uniquely qualified to provide other, 
nonacademic, health-related services. 
Effective adolescent health programs 
often involve outside health or social 
service agencies bringing nonacademic 
services, staff, curricula, and technical 
assistance to the schools. Some ex- 
amples include after-school programs, 
alternative schools, and school-based 
health centers. 

10. Programs linked to the "world of 
work. "3, 9 , io Youths' sense of self-effi- 
cacy, or the sense that they can effect 
change, is a critical prerequisite for 
positive health behavior. Work, including 
community service or service learning, is 
a powerful tool for empowering youth. 
This may include actual jobs, volunteer 
community service, and work exposure. 
Work-related skill building and career 
and life planning are also meaningful 
activities. These activities work especially 
well when combined with other inter- 
ventions such as counseling and social 
skillstraining. 
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1 1 . Sustained efforts.3, 4 Programs that 
have documented success are those that 
exist over a sustained period. It takes 
time to establish high quality programs, 
and for the benefits to be realized. 
Whether the intervention is aimed at 
changing individual behavior or changing 
institutions or environments, substantial 
time is required. One-shot approaches 
are ineffective at best, and may be dam- 
aging if adolescents are left with no 
long-term alternatives. 

12. Accessibility and affordability of 

services.3, 4 , n Lisbeth Schorr, in Within 
Our Reach describes this concept: "Ser- 
vices are coherent, easy-to-use, have 
continuity, are offered at times and 
places appropriate for youths, and are 
not crippled by bureaucratic obstacles." 
The Door, a Center for Alternatives in 
New York City is one model for this 
concept. It is a walk-in, no-fee source for 
help with medical care, legal consulta- 
tion, drug rehabilitation, employment 
aid, meals, and creative aids and classes. 

13. Early identification and interven- 
tion of youth-at-risk.3,4, 6 8 Many health 
problems among adolescents begin to 
form much earlier in life. By adequately 
addressing the needs of infants and 
young children, as well as their parents, 
adolescent health problems can be 
prevented. The earlier that threats to 
health can be identified and addressed, 
the greater the possible benefits at less 
overall expense. 

14. Intensive individualized attention 
for those most in need.3, 4 , 13 Once 
children have been identified as at "high 
risk," they need to have the ongoing 
assistance of an adult who can be re- 
sponsive to their specific needs. Personal 



counseling, individual tutoring and 
mentoring, and case management are 
examples of this concept. 

15. Social skills training.3. 4, io Youths 
need to understand the nature of their 
own risky behavior and have the skills to 
make healthy decisions, even amid 
negative influences of their peers. Suc- 
cessful prevention programs emphasize 
skills training. Information that increases 
knowledge without skill development is 
insufficient for changing behavior. Media 
analysis, role playing, rehearsal, and peer 
instruction are examples of this concept 
applied. The most successful programs 
have these types of activities at the core 
of the program, not just as occasional or 
supplementary activities. Repeat training 
and sustained attention to skill develop- 
ment is also important. 

16. Youth actively involved in planning, 
implementation, and evaluation^ 4 , n 

In successful programs, youths are in- 
volved in meaningful ways with nearly all 
aspects of the program. Their participa- 
tion is sought and valued. They have 
responsibilities and make contributions 
that are closely tied to the program's 
outcomes. They are viewed as part of 
the solution, not just recipients of ser- 
vices. 

1 7. Peer education and/or peer 
helping incorporated into programs/ 

services.3, 12 Two researchers have 
analyzed the literature regarding the 
efficacy of peer involvement in preven- 
tion interventions. Bonnie Bernard uses 
the term "peer resource" as a characteris- 
tic of any program that uses children and 
youth to work with and/or help other 
children and youth; peer helping, peer 
mediation, peer leadership, and youth 
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involvement. Her research shows that 
peer resource programs can positively 
affect individual psycho-social develop- 
ment as well as facilitate positive social 
outcomes. Dryfoos' analysis of the 
literature suggests that using peers in 
prevention interventions has produced 
mixed results but that several successful 
models exist. 

Policy makers and program service pro- 
viders may wish to refer to the checklist 
on pages 151-154 to determine how 
many of the critical elements described 
above have been incorporated into local 
adolescent health programs and services. 

A Possible Model: 
Collaboration at the 
System Level 

Dramatic changes at both the service 
delivery level and system level would 
help overcome the problems associated 
with our current incomplete and frag- 
mented approach to adolescent health. 
How can we apply what experts and 
successful programs have convincingly 
shown to be essential for effective ado- 
lescent health programs? One model 
that is receiving much attention and 
seems very promising involves system- 
level collaboration among agencies. In 
this model, as described below, newly 
formed entities have the political and 
legal power to commit staff, facilities, and 
financial resources, and can alter existing 
policies and procedures to achieve 
common goals toward comprehensive 
service delivery. As discussed by Dryfoos 
and others, this model employs the 
formation of youth development agen- 
cies (YDA's). As described by Dryfoos: 



The purpose of the YDA approach is 
to enable the development of a 
multi-service program targeted to 
assist youth with educational, social, 
and health problems. This agency 
would have the capacity to assess 
needs, plan the necessary package 
of services, receive funds, allocate 
funds, provide technical assistance, 
and monitor compliance. It would 
be constituted to serve the youth of 
the community at large, not to 
promote the interests of any one 
program, and to set priorities objec- 
tively based on needs.3 

YDA's would be governed by a local 
board or council with the responsibility 
and authority to plan and implement 
public and private cross-agency initia- 
tives supporting the health and 
well-being of youth. The council would 
consist of key people from the fields of 
education, health, social services, 
juvenile justice, business, labor, parks 
and recreation, religious, and major 
charity and service organizations. 
Families and youth would also be 
represented. 

According to the National Commission 
on the Role of the School and the Com- 
munity in Improving Adolescent Health, 
a list of specific responsibilities of the 
YDA would include: 

• develop short- and long-term plans 
for improving the health and well- 
being of children, youth, and 
families; 

• set measurable goals and objectives, 
and establish systems to ascertain 
whether they are achieved; 
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• develop an inventory of existing 
services for adolescents, identify 
problem areas and needed services, 
and establish policies and programs 
that effectively meet service needs; 

• encourage interagency collaboration 
and work out cooperative arrange- 
ments for public and private 
agencies to serve adolescents and 
their families; 

• develop protocols for case manage- 
ment that designate the most 
appropriate agency for each adoles- 
cent, allowing for full collaboration 
among professional and non profes- 
sional personnel; 

• stimulate and support neighborhood 
initiatives promoting adolescent 
health; 

• provide early support for families; 
and 

• monitor the provision of services for 
quality, continuity, and utilization. 

The YDA model for planning and service 
delivery incorporates many of the critical 
elements of successful programs, de- 
scribed earlier, but the model could not 
be easily established at the community 
level without some changes at the state 
and federal level. 2 - 3, 5 

State level changes 

for system-level collaboration 

One possibility for state level changes to 
make adolescent health programs more 
viable is to create a state version of a 
local youth development agency; per- 
haps called a "youth development 
commission" (YDC). The YDC would be 



established within one agency or could 
be an independent entity, but it would 
have the same broad public and private 
representation. Its role would be to 
foster the development of multicompo- 
nent communitywide programs, 
responsive to local needs. Specifically, 
the state YDC would: 

• distribute funds to communities 
through an RFP process; 

• gather needs and services data on a 
statewide basis and perform state- 
wide planning accordingly; 

• stimulate community education 
about the needs of youth; 

• offer conferences on effective 
strategies for helping youth; 

• develop and publish materials and 
programs for practitioners; 

• arrange for monitoring and evalua- 
tion; and 

• help replicate effective 
communitywide models. 

To be viable, both the state legislature 
and the governor would have to estab- 
lish a mechanism for YDC funding that 
would be protected from changes in 
the political climate for funding. 

It could be argued that setting up a 
statewide YDC in a timely manner that 
reflects the urgency of the youth prob- 
lems in Alaska is impossible. Short of 
establishing a youth development com- 
mission at the state level, the state 
government could enable and cultivate 
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the successful development of local 
YDA's by the following actions: 

• delegate more decision-making to the 
local level; 

• allow greater funding flexibility so that 
adolescents can experience continu- 
ity of care from a variety of programs; 

• assign specific responsibilities and 
authorities to local councils regarding 
children, youth, and families, and 
establish a mechanism to determine 
the extent to which the responsibili- 
ties have been met; 

• reduce bureaucratic barriers to local 
collaboration by such methods as 
coordinating, reporting and account- 
ing procedures and requiring 
categorical programs to operate 
within comprehensive frameworks; 

• strengthen funding of local programs, 
with priority going to low-income 
urban and rural communities; 

• track the progress toward meeting 
adolescent health objectives; and 

• form collaborative partnerships 
among state agencies to model effec- 
tive coordination. 



Alternatives to 
System-Level Collaboration: 
Other Interagency 
Partnerships* 

Youth development agencies and a 
statewide youth development commis- 
sion represent interagency collaboration 
at the system level. This is the most 
sophisticated and effective model for 
enhancing adolescent health, but it may 
not be feasible in many communities 
and, as noted above, it may not be 
achieved soon at the state level. The 
Education and Human Services Consor- 
tium defined three other forms of 
interagency partnerships that may be 
established to enhance services within 
the current system. These are, in order 
of complexity: 

1 . cooperation at the service delivery 
level; 

2. cooperation at the system level; and 

3. collaboration at the service delivery 
level. 

1 . Cooperation at the 
Service Delivery Level 

In a cooperative arrangement at the 
service delivery level, partners help each 
other meet their respective organiza- 
tional goals. They do so without making 
any substantial changes in the basic 
services they provide or in the rules and 
regulations that govern their agencies. 



* Much of this section is taken from "What it Takes: Structuring Interagency Partnerships to Connect 
Children and Families with Comprehensive Services." For the most thorough discussion of these 
concepts, readers are directed to this source. 



Framework for Designing Adolescent Health Programs 



103 



ALASKA'S ADOLESCENTS I 



Examples of cooperative partnerships at This type of cooperation can achieve the 
the service delivery level include: following: 



• co-location of services; 

• making and accepting referrals; and 

• cross-training staff about services and 
eligibility requirements. 

In this type of partnership, participants 
may share space, information, or refer- 
rals, but do not necessarily have common 
goals. The services of each agency 
continue to be designed, staffed, funded, 
and evaluated independently, with no 
alteration or participation from their 
cooperating partners. Existing services 
become more accessible to a given group 
of clients, but the quality of services is 
unlikely to change. 

2. Cooperation at the System Level 

At the system level, cooperative initia- 
tives assess the need for more 
comprehensive services and recommend 
strategies to coordinate existing services. 
Because partners are not required to 
commit budgetary support or to make 
policy decisions on behalf of the organi- 
zations they represent, cooperative 
initiatives advocate for but do not negoti- 
ate policy. 

Examples of system-level cooperation 
include: 

• networking and information-sharing 
among members; 

• community needs assessments and 
service inventories; arid 

• efforts to improve community 
awareness and support for .compre- 
hensive services. 



• improve communitywide awareness 
of existing services; 

• focus attention on the need for 
change; 

• build trust among participants; 

• improve the climate for more 
decisive efforts later; and 

(when combined with cooperative 
service delivery) 

• improve coordination of existing 
services. 

However, it will not ensure high quality, 
comprehensive service delivery because 
the system is still ordered around single 
issue, crisis-oriented services. 

3. Collaboration at the 
Service Delivery Level 

Instead of focusing on their individual 
agendas, collaborative partnerships 
establish common goals. In order to 
address problems that lie beyond any 
single agency's exclusive purview, but 
which concern them all, partners agree to 
pool resources, jointly plan, implement, 
and evaluate new services and proce- 
dures, and delegate individual 
responsibility for the outcomes of their 
joint efforts . 2 

Examples of this type of collaboration 
include joint case management and co- 
located services that are designed to 
further mutually agreed upon goals. 

What distinguishes collaboration from 
cooperation is that the various agencies 
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share equally in the decision-making, 
form common goals that may be different 
from agency-specific goals, and are 
prepared to alter the structure for provid- 
ing services to meet the common goals. 



Summary 

A great deal is known about what works 
and what doesn't work to bring real 
improvement in adolescent health. This 
section has offered specific program 
characteristics that, when understood 
and applied, will maximize program 
effectiveness. It has also offered several 
models for changes at the system level. 
Only with broad system changes can 
significant progress be made in improving 
the health of individuals, families, and 
communities. The challenge of change is 
great, but no greater that the potential 
rewards. 



105 



Framework for Designing Adolescent Health Programs 



ALASKA'S ADOLESCENTS I 



References 



1. Linguanti, Robert. Using Commu- 
nity-Wide Collaboration to Foster 
Resiliency in Kids: A Conceptual 
Framework. Western Regional 
Center for Drug Free Schools and 
Communities, October 1992. 

2. Melaville, Atelia and Blank, Martin. 
What It Takes: Structuring Inter- 
agency Partnerships to Connect 
Children and Families with Compre- 
hensive Services. Education and 
Human Services Consortium, 1991. 

3. Dryfoos, joy. Adolescents at Risk 
Prevalence and Prevention. Oxford 
University Press, 1990. 

4. Schorr, Lisbeth. Within Our Reach: 
Breaking the Cycle of Disadvantage. 
Anchor Books, 1988. 

5. National Commission on the Role of 
the School and the Community in 
Improving Adolescent Health. Code 
Blue: Uniting for Healthier Youth. 
February 1989. 

6. Governor's Interim Commission on 
Children and Youth. Our Greatest 
Natural Resource Investing in the 
Future of Alaska's Children. 1988. 

7. Mead, Sally. A Family Wellness 
Needs Assessment for Alaska Head 
Start. Head Start Bureau 1993. 



8. Action for Alaska's Children. The 
Children's Wheel of Well-Being. 
1992. 

9. Scales, Peter. "Developing Capable 
Young People: An Alternative Strat- 
egy for Prevention Programs." 
Journal of Early Adolescence, Sage 
Publications, Vol 10; 4, November 
1990: 420-438. 

10. Hechinger, Fred. Fateful Choices 
Healthy Youth for the 21st Century. 
Carnegie Council on Adolescent 
Development, 1992. 

11. Johnson-Pittman, Karen. A New 
Vision: Promoting Youth Develop- 
ment. Testimony Before the House 
Select Committee on Children, 
Youth and Families. September 30, 
1991. 

12. Bernard, Bonnie. The Case for 
Peers. Western Regional Center 
Drug-Free Schools and Communi- 
ties, December 1990. 

13. Boyer, Debra and Fine, David. 
"Sexual Abuse As a Factor in Adoles 
cent Pregnancy and Child 
Maltreatment." Family Planning 
Perspectives, Vol 24; 1, January/ 
February 1992: 4-11. 



106 



Is 



Section III: 



** The great thing in this world is not so 
much where we stand as in what 
direction we are moving . 

- Johann Wolfgang von Goethe 



Recommendations for 
Improving Adolescent Health 



Previous sections of this document have illustrated the compelling and complex issues 
associated with adolescent health. However, it would be wrong to feel hopeless 
about our youth or the families, schools, and other agencies helping to nurture them. 
Indeed there are many healthy adolescents, strong families, dynamic schools, and 
well-functioning agencies around! We do need to acknowledge, however, that a 
portion of the adolescent population is struggling and suffering minor to severe health 
problems. It is in our best economic and social interest to effectively address these 
problems. We have excellent information about what to do to enhance and protect 
the well-being of our teenagers. This section is devoted to identifying and explaining 
what needs to be done. 



This section may be read by itself, but it is really meant to be explored in the context 
of the other sections of the Adolescent Health Plan. These recommendations are 
based upon the assumptions and framework for thinking about adolescent health that 
have been described in Sections II and III. Familiarity with those sections will allow 
for a more sound understanding of these ideas. 



The Committee used an adaptation of the Ecological 
Model 1 as a framework for understanding what changes 
need to take place. The premise of the research is 
that the health of our teenagers is largely determined 
by the lifestyle choices they make. The ability of youth 
to make wise decisions about their behavior — and the 
ability to act on those decisions — is greatly influenced 
by their family, the community, and public policy. 

These are the three groups for which the recommendations 
are applied. 
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The committee recognized five core recommendations, described below, as the heart 
of the solutions. These were featured so prominently in the research about successful 
programs, and were so integrally related to our understanding of adolescent health, 
that they quickly emerged as the essence of the change required. 

Public Hearings 

In addition to the formal research and member's own expertise, the Committee had 
the benefit of testimony from teens and adults throughout Alaska as another tool for 
preparing recommendations. In the spring of 1 994 Senator Drue Pearce sponsored 
two teleconferences to elicit ideas about ways to improve adolescent health. One of 
the teleconferences was designated for youth only. A summary of the major themes 
of the testimony is provided in Appendix E. The recommendations in this section are 
consistent with the primary themes provided by the public. 

Some of the recommendations may seem more practical than others. We recognize 
that there are constraints that make some of the recommendations not immediately 
employable. The Committee felt strongly that these more "visionary" recommenda- 
tions serve an important purpose. If we are not willing to think beyond what can 
easily fit into our current model of adolescent health, we will be forever bound by its 
inherent limitations. As Seneca said, "When a man does not know what harbor he is 
making for, no wind is the right wind." We hope these recommendations offer both 
harbor and the right wind for all those concerned with adolescents' well-being. Now 
it is up to those with the boats, sails, captains, and crew to take us all where we need 
to go. 

CORE RECOMMENDATIONS 

• Provide for local decision making 

• Collaborate 

• Meet the needs of young children (ages 0-6) 

• Focus on risk and protective factors rather than specific behaviors 
(such as violence, substance abuse or pregnancy) 

• Follow research about what works 
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Provide for local decision making 

Communities are best able to identify and solve their own 
problems. Agencies or programs largely removed from the local 
community can do little to directly affect the health problems of 
adolescents. The needs of children, youth and families can vary 
dramatically between communities. Communities have different 
strengths and resources for meeting their needs. Services and 
support programs should therefore be locally planned, operated 
and evaluated with broad public and private community in- 
volvement. The extent to which community groups exercise or 
have actual funding control may enhance their program effec- 
tiveness. (See page 1 1 5 for more details.) 

Collaborate 



The current system for addressing adolescent needs is very 
fragmented. Poor communication among the categorical fund- 
ing agencies and their respective local program and service 
providers creates gaps and overlaps in the delivery of services to 
adolescents. Funding limitations restrict a local agency's ability 
to meet the range of needs experienced by troubled teens and 
their families. Collaborative partnerships seek to close the gaps 
and overlaps in service delivery by creating an efficient system of 
services for adolescents and families that connects service sec- 
tors, agencies and programs. (See pages 93-96, 157-158 for 
more details.) 

Meet the needs of young children (ages 0-6) 

Adolescent problem behaviors rarely develop overnight. The 
first few years of life are when each child receives the physical, 
intellectual and emotional foundation for life. Specific needs — 
such as physical safety, trusting relationships, a sense of au- 
tonomy — exist for each developmental phase during these 
years. If the needs are adequately met, the child has a strong 
foundation for meeting the challenges of adolescence. If the 
needs go unmet during the first years of life the resulting adoles- 
cent is more likely to engage in unhealthy behaviors compared 
to peers who received this nurturance. The "family" is uniquely 
qualified to provide the child or deprive the child of this solid 
foundation for future development. 
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Focus on risk and protective factors rather than 
specific behaviors (such as pregnancy or substance abuse) 

Research has identified risk factors — conditions, attitudes or 
behaviors — that increase the likelihood that a child will engage 
in one or more problem behaviors in adolescence. Violence 
and delinquency, dropping out of school, substance use and 
teen pregnancy share several common risk factors. Research has 
also identified protective factors — qualities or conditions that 
moderate the effects of exposure to risk factors. The more we 
can reduce the risk factors and increase the protective factors in 
children's lives the more likely our children will develop into 
healthy, competent young adults. (See pages 11-13 and appen- 
dix B for more details.) 

Risk Factors: 

♦ Poor parent-bonding, inattentive parents, family 
management problems; 

♦ Early antisocial behavior, grades K-3; 

♦ Doing poorly in school, grades 4-6; 

♦ Start of problem behavior at an early age; 

♦ Low resistance to friends who engage in problem 
behaviors; 

♦ Poverty; and 

♦ History of physical or sexual abuse. 

Resiliency (Protective) Factors: 

♦ One good parent or other stable, caring adult bond; 

♦ Supportive school atmosphere; 

♦ Opportunities for meaningful contributions 
to family, school, and community; 

♦ Start of problem behavior at an older age; 
and 

♦ Resilient temperament and positive 
social orientation. 
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Follow research about what works 



Soundly conducted research about what works for prevention 
of adolescent health problems gives us a solid idea of the com- 
ponents necessary for success. The critical elements for suc- 
cessful programs include: 




> 



Local decision-making; 

Collaborative, multi-agency, approaches; 

Qualified, trained, and caring staff who can be trusted 
by teens; 

Involvement of parents; 

Charismatic leader(s); 

Evaluation and program modification; 

Risk and protective factor emphasis; 

Responsiveness to, and respect for, differences in 
culture, age, developmental stage and gender; 

Strong link between community programs and schools; 
Programs linked to the "world of work"; 

Long-term efforts; 

Accessibility and affordability of services; 

Early identification and intervention for youth-at-risk; 
Intensive individual attention for those most in need; 
Social skillstraining; 

Youth actively involved in planning, implementation and 
evaluation of the program; and 
Peer education and/or peer helping incorporated into 
programs or services. 



See pages 89-92 and 151-154 for further discussion of the 
critical elements. 

The following pages offer a more detailed explanation of these recommendations and 
how they might be implemented by the different entities that will need to act on 
them. 
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** The job of parenting is simply not valued 
enough, in spite of the fact that the well-being 
of future generations depends on it . 

- Aletha J. Solter 



Family 



T here is no greater influence on the health of an adolescent than the family. It is 
the family that is uniquely qualified to nurture a child's well-being. From the very 
beginning families either build healthy perceptions in their children or unintentionally 
destroy those perceptions. The quality of love and care that a child receives in the 
first years of life is the major factor determining that child's ability to think, grow, and 
love. 

Throughout history, family units have taken on a variety of forms including foster 
families, single parent homes, and multi-generational living. Though the forms may 
vary, the function remains the same: providing nurturance, encouragement, positive 
role-modeling, guidance, protection, open communication, negotiated limits, and 
consistent expression of values. 

Many Alaskan families are to be commended for their positive influence. Measures 
must be designed, however, to strengthen troubled families. Today's fast-paced, 
high-stress, highly-transient society often makes it difficult for families to provide the 
nurturance and protection necessary for their children. The following pages illustrate 
how the Committee's core recommendations could apply to affirm, strengthen, and 
empower the families of Alaska. 



Provide for local decision making 

Participate in a community assessment and planning process to 
address adolescent health problems. (See page 1 1 5 for details.) 

Join with other families to communicate to the local schools 
reasons to make school facilities more family-friendly. Bring to 
the forefront issues such as child care and the need for extracur- 
ricular activities before and after school. (Such expanded ser- 
vices for families in need would not be expected to come out of 
existing budgets or be provided by current school staff.) 
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Collaborate 



Join with other families to provide emotional and physical 
support to families in need. 

Volunteer time and expertise to local or statewide agencies. 

Unite with other families to provide clubs, sports, special 
events, cultural activities, and opportunities for meaningful 
work for the youth of your community. 



Meet the needs of young children (ages 0 - 6) 

Recognizing the value of quality and quantity time during the 
formative years, create emotional bonding opportunities 
through shared time and activities. 

Recognizing the critical nature of the developmental years, 
opportunities should be provided which develop each child's 
learning capacity. During the first three to four years of life, 
"Paying attention and concentrating, trusting and relating to 
others, controlling impulses and actions, being imaginative and 
creative, distinguishing fantasy from reality, and having positive 
self-esteem is either learned or not learned ." 2 

Seeking to contribute positively toward a child's sense of being 
capable, significant, and influential, families can instill healthy 
self-perceptions by checking for understanding, exploring 
experiences, encouraging, celebrating progress, and respecting 
each child . 3 

When both (or single) parents must work outside the home, 
they should carefully select a child-care provider. Families 
"are not simply buying a service that allows them to work. 
They are buying an environment that determines, in large part, 
the development of their children ." 4 
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Focus on risk and protective factors 
rather than specific behaviors 



(See appendix page B-ii for details.) 



Because a caring, supportive relationship remains the most 
critical variable throughout childhood and adolescence, a high 
priority should be relationship-building through shared meaning- 
ful activities and communication. 

Recognizing that children learn very little from what we say and 
almost everything from what we do, we must model desired 
behavior. 

Understanding that problems are generally opportunities for 
growth, look for teachable moments. Provide support and 
advice when the child is ready to receive it. 



Because child-raising strategies sometimes become trendy, 
families should follow current research and seek the experi- 
enced wisdom of adults who have had successful parenting 
experiences. 

Knowing that issues and capabilities vary with each age and 
developmental phase, it is important to learn to respond to 
children in an age- and developmentally-appropriate way. 

Research has identified doing poorly in school in grades 4-6, 
and having a low commitment to school as predictors of future 
adolescent problem behaviors. Become involved in your 
children's school and in their learning. There are many ways 
parents can be involved in their childrens education. The 
Search Institute offers the following ideas: 5 

• Take advantage of conferences and other chances to talk 
with teachers and other staff. 

• If you suspect there may be problems, don't wait for the 
school to Gall; check in when you don't hear from them. 



Follow research about what works 



# 





Recommendations for Improving Adolescent Health 



TT5 




ALASKA'S ADOLESCENTSl 



• Create and protect time and space for homework. 

• Offer to be a resource in your areas of expertise for your 
child's teacher. 

• Ask your children daily about what happened in school; 
talk about issues, concerns, and needs. 

• Participate in parent-teacher organizations or other advo- 
cacy groups. 

• Encourage the development of a parent resource center in 
the school. Look for and recommend parenting books for 
the school to lend to parents. 



The following family-based, health program approaches have been researched and 
found to be effective. Each community will need to determine the appropriate 
programs for their population. (See pages 759-767 for detailed descriptions.) 




> Preschool and Head Start-type programs 
>• Home visiting programs 

> Parent training/support programs* 



Promising approaches without rigorous evaluation. 
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66 What its children become > that will 
the community become . 

- Suzanne Lafollette 



Community Level 

► Neighborhoods and Communities 

► Schools 

► Local Agencies and Community Organizations 



T he community can play a significant role in promoting the health of adolescents by 
helping to provide a safe and healthy environment for families to raise their children. 
In addition, it can assure that programs and services focus on primary prevention by 
addressing risk and protective factors associated with adolescent behaviors, early 
intervention, and strengthening the ability of children, youth, and families to help 
themselves. Adolescents with multiple problems need support and assistance in a 
variety of contexts. Addressing education or behavior problems without attending to 
family or health problems is seldom effective. 

Parts of the community can have a very positive influence on adolescents from 
troubled backgrounds. Meaningful work, service-learning opportunities, a strong sense 
of cultural or neighborhood pride, strong spiritual beliefs, or a significant person in the 
teen's life can make up for earlier deficits. The more a young person feels a connec- 
tion or bond to its community or neighborhood, the less likely he/she will engage in 
antisocial behaviors. 
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**We criticize and separate ourselves 
from the process. WeVe got to jump 
right in there with both feet." 

- Delores Huerta 



Neighborhoods and Communities 



Provide for local decision making 

Commit, as a community, to a comprehensive planning process 
to assure services for children, adolescents, and their families are 
based upon: 

• documented needs; 

• filling program and service gaps; and 

• drawing from community strengths and available 
resources. 

Programs and services must be locally planned, operated and 
evaluated with broad public and private community involve- 
ment. The extent to which local groups have actual funding 
control may enhance their program's effectiveness. 

Volunteer your time and talents to the community planning 
process. The basic steps in this planning process include: Mo- 
bilizing a core group with which to collaborate, collecting and 
organizing data, identifying health priorities, developing and 
carrying out comprehensive strategies, and evaluating those 
efforts. (See "Community Planning Process" on page 1 1 5.) 

Communicate with other Alaska communities to locate addi- 
tional successful strategies. Contact the Adolescent Health 
Coordinator, Division of Public Health for detailed program 
information. 
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Community Planning Process 

Local decision making requires the community to make a long-term commitment to 
address the health and well-being of its children, adolescents, and families. The 
community must join together to identify its problems and decide how best to solve 
them. This effort is called the community planning process. All segments of the 
population must be engaged to insure diverse perspectives are considered. If a 
planning group already exists, advocate adding adolescent health to its mission 
statement. The basic steps in community planning are provided below. (See pages 
169-190 for a detailed description of this process.) 

1 . Mobilize a group of people who are willing to make a long-term commitment to 
creating a healthier environment for children and adolescents. The group should 
represent all sectors of the community, such as health providers, school, parents, 
local agencies, teens, and businesses. 

2. Collect and organize data. For a community to understand their problems and 
the underlying factors affecting those problems, information must be collected at 
the local level. The local health assessment may be used to identify community 
needs. It can determine the overlap and gaps in services and programs for 
children, adolescents, and their families. Data collection and analysis takes time! 
A minimum of six months is needed. 

3. Chose priorities based on the local health assessment. Most communities do not 
have the resources to address all of their health problems and target groups at 
once. They must set priorities and plan to address some problems initially and 
others later. 

4. Develop a comprehensive plan of specific strategies to address adolescent 
problem behaviors and their associated risk and resiliency factors. A comprehen- 
sive plan includes: 1) using multiple researched strategies (such as educational, 
policy and environmental) within multiple settings; 2) employing the critical 
elements of successful programs in the planning process; 3) addressing the risk 
and resiliency factors that contribute to health problems; and 4) ensuring that 
youth are part of the planning process. 

5. Evaluate. Evaluation is an ongoing process that serves two major purposes: to 
monitor and assess progress during the five phases of community organizing and 
to evaluate the selected strategies. 



Example: The Planned Approach to Community Health (PATCH) program in Hoonah 

illustrates the merits of community-based health planning. Members identified 
their health priorities after nine months of collecting and analyzing local data. 

Lack of exercise, substance abuse, and teen sexuality issues were among the top 
priorities. A wellness center was established to address the need for greater 
physical fitness in the community. Classes offered at the center have included: 
smoking cessation, low fat cooking, and CPR/fi rst aid in addition to exercise and 
open recreation. Literally hundreds of pounds have been lost by those who came 
to the center. As one participant noted, "positive change is possible!" 
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Collaborate 



Encourage community organizations and service providers to 
collaborate efforts to address the needs of children, adolescents, 
and their families. Developing a comprehensive system of 
services requires input and coordination from community mem- 
bers across service sectors, agencies, and programs. The goal is 
to provide a full spectrum of effective and high-quality services 
that sustain children, youth, and their families. 

Consider forming a Youth Development Agency (YDA) to de- 
velop a community-wide, integrated approach to assisting youth 
with educational, social, and health problems. The purpose of 
the agency is to advocate for the youth of the community NOT 
to promote a specific categorical program. (See page 127 for 
details.) 

Foster a sense of community pride through activities and pro- 
grams such as cultural celebrations, neighborhood watch pro- 
grams, support groups and community centers. 

Provide neighborhood and school settings with supervised 
before- and after-school activities for youth. Encourage partici- 
pation of children in organized groups. 



Meet the needs of young children (ages 0-6) 

Initiate or support efforts the community undertakes to support 
families as they strive to meet the physical, intellectual, and 
emotional needs of their children during these critical years. 
Consider ways to ensure that affordable child care is available 
for working families. 
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Focus on risk and protective factors 
rather than specific behaviors 

(See appendix B-iii for details.) 

Examine community norms of acceptable behavior to determine 
the effects they may have on increasing or decreasing the risk 
factors common to adolescent problem behaviors. 

Review public policies to identify the mixed messages being 
given to youth. Establish policies to minimize risk factors and 
maximize protective factors in the community. (See pages 186- 
1 87 for further details.) 

Involve youth in the decision making about community activities 
that impact them. 

Hold teen "focus groups," teen panels, or add teens to commu- 
nity advisory groups to gain their perspective. 

Volunteer your time to determine the prevalence of risk and 
protective factors in your community. (This is part of the com- 
munity planning process— data collection stage. See pages 1 79- 
187 for details.) 

Encourage service providers to place greater emphasis on ad- 
dressing common risk factors for adolescent problem behaviors 
in local programs and services. Focus programs and community 
practices to build upon existing or potential protective factors in 
the community. 

Provide opportunities for youth to participate in meaningful 
activities and work experiences in the community. Activities may 
include: repairing buildings, working with elders, tutoring 
younger children, conducting surveys, community beautification 
and natural resources projects, helping with office work, and 
subsistence activities. Set an example of community involve- 
ment to which youth can aspire. 
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Follow research about what works 

Review all organized activities and youth programs to determine 
ways to incorporate all of the "Critical Elements of Successful 
Programs" into the community efforts. (See pages 89-92 and 
151-154 for details.) 

Stay informed of soundly conducted research on effective 
adolescent health strategies. Contact the Adolescent Health 
Coordinator, Division of Public Health for current program 
information. 



Community Programs 



The following community-based program approaches have been researched and found to 
be effective in increasing positive behavioral health outcomes in adolescents. Each 
community will need to determine the appropriate programs for their population. (See 
pages 1 59-167 for detailed descriptions.) 



^ Preschool and Head Start-type programs 

► Parent training/support programs* 

► Home visiting programs 
^ Peer programs 



2 ^ 

7 ^ 



Youth-adult mentoring programs* 
Youth service/service-learning 
programs* 

Health centers targeting youth from 
lower socioeconomic areas* 



Promising approaches without rigorous evaluation. 
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^ We must realize that these are all of our 
concerns. These are not parents' problems, 
kids' problems, or the schools' problems. 
They are everyone's concerns . . . 99 

- Educational Human Services Consortium 



Schools 



Provide for local decision making 

Strengthen the school-community bond by being an active 
participant in the comprehensive community planning process 
and its organized efforts to address the common risk and protec- 
tive factors affecting adolescent problem behaviors. (See pages 
115 for details.) 

To broaden the array of services offered by the school itself, 
explore ways of sharing costs and staffing with public and pri- 
vate community organizations to allow them access to the 
school facilities when school is not is session. Examples may 
include supervision of youth during non-school hours, recre- 
ation, support groups, arts and technology classes, culture and 
student club activities, and service-learning opportunities. 



Collaborate 



Establish a school-wide program to integrate the health messages 
children and youth receive throughout the day, not just during 
health education segments. (See Comprehensive School Health 
on page 123 for details.) 

Consider the development of a parent resource center in the 
schools, staffed by volunteer parents. 

Seek ways to link students with community-based programs 
geared toward youth. 

Pursue oppportunities to offer health related services in collabo- 
ration with other agencies with common goals. 
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Examples: Juneau-Douglas School-Based Health Center 

The Juneau-Douglas School-Based Health Center is a unique coalition of four 
agencies. The school district, a native health corporation, state and local govern- 
ments share a common mission and provide either personal or fiscal resources for 
the operation of the center. The process of gathering community input regarding 
teen health issues and gaining necessary community support for the Teen Health 
Center took almost two years and involved individuals from all segments of the 
community. 



An Advisory Board of parents, teens, agency, school, and other community 
representatives directs the operation of the center. Parents are requested to sign 
specific consent forms at the time their teenager is enrolled at the high school. 
The center's holistic approach includes physical health, health promotion, and a 
mental health component. In the first year, student services used were 37% 
mental health, 19% physical exams, 1 7% diagnosis, and 14% prevention services 
for pregnancy and sexually transmitted diseases. 



Mat-Su Alternative School 

The Mat-Su Alternative School is an excellent example of local agencies and the 
school district working together to provide very needed services for students who 
are at extreme risk of dropping out. (See page 1 25 for details.) 



Meet the needs of young children (ages 0-6) 

Collaborate with parents and relevant agencies to establish and/ 
or maintain educational programs for children ages 3 to 4, based 
on a developmentally appropriate assessment of their needs. 

Provide access to the school (when classes are not in session) to 
groups that offer services and activities for families of young 
children. 

Organize and conduct services for preschool-aged children 
which collaborate with the family and agencies such as Head 
Start to provide a smooth transition to the school environment. 
Support activities designed to insure that all children enter 
school with high expectations for academic success. 
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Focus on risk and protective factors 
rather than specific behaviors 

(See appendix pages B-iv for details.) 

Facilitate the joint efforts of staff, parents, and other agencies to 
assure that appropriate services are provided to students show- 
ing early warning signs of behavioral problems before their 
school performance deteriortates. Conduct disorders and anti- 
social behaviors in grades K-3 have been shown to be a signifi- 
cant risk factor for problems in the adolescent years. 

Create and/or maintain a solid educational partnership between 
school and parents by making parent involvement in schools a 
priority. The following ideas are offered by the Search Institute: 5 

• Send parents tip sheets on developmental issues and needs 
for their student's age. 

• Invite parents to visit the school at any time; assess policies 
to ensure that parents feel welcome. 

• Provide homework assignments that involve parents or other 
family members. 

• Communicate with parents the expectations and opportuni- 
ties to enhance learning. 

• Develop advisory committees or other roles that can give 
parents a more active voice. 

• Recognize parent volunteers in school newsletters or news- 
papers. 

Because early school failure, low commitment to school, and 
early conduct disorders are predictors for future adolescent 
problems, identify and work closely with those students who are 
experiencing learning problems in the elementary grades. Ag- 
gressively pursue reform efforts designed to prevent school 
failure. 
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In order to keep secondary students who are failing in the 
traditional classroom setting from dropping out of school, pro- 
vide alternative learning environments with easy access to the 
needed social services. 



Follow research about what works 

Identify causal factors behind students failing in school and 
ultimately dropping out. Pursue research-based ideas for chang- 
ing the school setting to prevent academic failure and drop out. 

Consider including peer education as an instructional strategy in 
grades K-12. 

Work with school staff and interested community members to 
stay informed of soundly conducted research about ways to 
increase academic success. Initiate changes in local schools 
based on the research. For example, assess your school's struc- 
ture, setting, and schedule to insure that younger adolescent's 
developmental needs are being met. 

Review programs to determine ways to incorporate all of the 
"Critical Elements of Successful Programs." (See pages 89-92 
and 151-154 for details.) 



School Programs 



The following school-based program approaches have been researched and found to be 
effective in increasing positive behavioral health outcomes in adolescents. Each community 
will need to determine the appropriate programs for their population. (See pages 159-167 for 
detailed descriptions.) 

>■ Peer programs 

► Youth service/service learning programs* 

► Student assistance programs* 

► Youth-adult mentoring programs* 

► School-based health centers targeting youth from lower socioeconomic areas* 

* Promising approaches without rigorous evaluation . 
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Comprehensive School Health 

Children learn more effectively when their surroundings — people and the environ- 
ment — give them consistent messages. When different components give conflicting 
messages, children and adults are quick to recognize the lack of commitment. 
Comprehensive school health programs are planned, purposeful integration of 
elements within the school to give coordinated health messages. 

A school generally contains a number of components that can give or reinforce 
healthy messages to children. Typical components include: 

Health Education — Classroom lessons that teach healthy information and give 
studentsopportunities to practice the skills they will use to apply that information to 
healthy decisions. 

Physical Education — A planned program of information and practice that helps 
students achieve a fit, flexible, and strong body. 

Health Services — School nurses or other health professionals provide preventative 
screening, information, and primary level treatment needed by growing and active 
children. 

Counseling — School counselors and social workers help children learn coping skills, 
develop future plans, and intervene with children in crisis and make appropriate 
referrals when needed. 

Food Service — School lunches and/or breakfasts provide healthy meals to fuel 
children's alert attention and growing bodies, and can provide models of healthy 
and tasty nutrition. 

School Environment — School environment is the encompassing broad area of issues 
that comprise the "student-friendly" climate of the school, ranging from the policies 
assuring student's physical safety from other's aggression, to those governing how 
students and adults treat each other, to policies and procedures that assure that the 
facility is supportive of learning. 

Work Site Health Promotion Programs — These programs are helpful ways for 
schools to provide regular models of many healthy practices for both school staff and 
children, and usually reduce stress, absentee-ism and health care costs as well. 

School-Community Integration — For schools to succeed in any of their goals, they 
must have strong, ongoing ownership and involvement by parents and other com- 
munity members. Positive, pro-child attitudes and practices that are consistent 
among schools and their communities are essential for the modeling of healthy 
lifestyles for children. 
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** Things which matter most must never be at 
the mercy of things that matter least , 

- Johann Wolfgang von Goethe 



Local Agencies and 
Community Organizations 



Provide for local decision making 

Initiate or join in a long-term community planning process to 
address the needs of children, adolescents and their families. 
Local decision making requires the community — service provid- 
ers, youth, parents, educators, community, business, and reli- 
gious leaders — to come together to identify the community's 
problems and decide what it wants to do about them. (See 
page 11 5 for more details.) 

Commit to the community planning process by deciding which 
pieces of this effort your agency can best contribute to: 

• Collect and analyze data; 

• Choose community priorities based on local data; 

• Develop a community plan of specific strategies; and 

• Evaluate strategies selected 

Note: If the community has already established a comprehen- 
sive planning group, join forces and advocate for adding adoles- 
cent health to the mission statement. 

Communicate with other Alaska communities to locate addi- 
tional community- based adolescent health strategies. Contact 
the Adolescent Health Coordinator, Division of Public Health for 
detailed program information. 
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Collaborate 




Initiate or join a coalition of service providers to develop a 
comprehensive system of services for youth and their families 
that extends across service sectors, agencies, and programs. 
Comprehensive services cannot be effectively delivered in a 
piecemeal fashion. A collaborative effort is required to connect 
the fragments of the current delivery system. 

Establish common goals with other service providers that go 
beyond the categorical problems or agendas of any one agency. 
Agree to pool resources, jointly plan, implement, and evaluate 
services and procedures. Delegate individual responsibility for 
the outcomes of joint efforts. 



Work toward collaborative, not merely cooperative, relation- 
ships with other service agencies. What distinguishes collabora- 
tion from cooperation is that the various agencies share equally 
in the decision-making. Participating agencies are prepared to 
change how services are delivered to meet commonly agreed 
upon goals. Genuine collaborative relationships go beyond the 
traditional Memorandums Of Agreements between agencies. 
These activities include: joint case management of high risk 
families and adolescents, organizing community wide preven- 
tion efforts, and co-location of services and programs. 



/Examples: Mat-Su Alternative School 

The Mat-Su Alternative School is an excellent example of local agencies and the 
school district working together to provide very needed services for students who 
are at extreme risk of dropping out. Life skill classes are required while students 
work toward their high school diplomas or GEDs. Several support groups are 
held weekly and facilitated by local agencies. To prepare teenagers for a realistic 
career path, Job Service and JTPA help train and place students in jobs. Parenting 
classes are provided by the local women's resource center and the Division of 
Family and Youth Services (DFYS). In addition, a day care center is located on- 
site and staffed primarily by the students themselves. 

United Way of Anchorage 

United Way of Anchorage purchased a building as a long-term solution to office 
space needs and to reduce overhead expenses. The building is large enough to 
house eight of its member non-profit service agencies. By sharing rent, utilities, 
phone lines and maintenance, the rental costs are one-third the current market 
rate. The co-location of services has also allowed for the sharing a large confer- 
ence room, phone system, a color copier and on-line services on the internet in 
the future. 



ERIC 
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Involve community members and youth in all aspects of your 
agency's youth programs and services; from the planning phases 
through implementation and evaluation. When planning spe- 
cific strategies, consider community-wide, multi-pronged, and 
long-term efforts to address adolescent issues. Research has 
demonstrated this approach to be more effective than frag- 
mented one shot, short-term efforts. 

Consider forming a Youth Development Agency (YDA) to de- 
velop a community-wide integrated approach to assisting youth 
with educational, social, and health problems. A YDA not only 
brings community members together to identify needs and plan 
the necessary services, it can receive and allocate funds, provide 
technical assistance and monitor compliance. (See pages 93 
and 127 for details.) 



Meet the needs of young children (ages 0-6) 

Develop family support services to promote healthy parenting 
skills to meet the intellectual, emotional, and physical needs of 
children during these critical years. If necessary, give priority to 
at-risk families and children. 



Focus on risk and protective factors 
rather than specific behaviors 

(See appendix page B-iii for details.) 

Direct programs and services to target known risk factors for 
adolescent problem behavior. Focus programs to build upon 
existing or potential protective factors in the community. Coor- 
dinate your efforts with those of other programs to close service 
gaps. 

Provide opportunities for youth to participate in meaningful 
activities and work experiences in your agency. For example, 
identify a staff member to work closely with youth volunteers in 
a mentorship capacity; design work experiences to build pre- 
employment skills; and/or provide young workers with feedback 
and recognition as appropriate. 
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YOUTH DEVELOPMENT COUNCIL 
A Key to Community Initiatives 
A Local Coordinating Council Model 

What is a youth development council? 

A youth development council is an alliance of school and public health officials, private 
service providers, elected officials, civic, business, and religious leaders, families, and youth. 
The alliance is recognized by the State as responsible for planning and implementing public 
and private cross-agency initiatives supporting the health and well being of children, youth 
and families. 

Who should serve on a coordinating council? 

All key public and private youth-serving agencies should be represented on the coordinating 
council. These include education, health, social services, juvenile justice, business, labor, 
parks and recreation, religious, and major charity and service organizations. Families and 
young people must also be represented. 

What should be the responsibilities of a council regarding adolescent 
health? 

• Develop short- and long-term plans for improving the health and well-being of 
children, youth, and families; 

• Set measurable goals and objectives, and establish systems to ascertain whether they 
are achieved; 

• Develop an inventory of existing services for adolescents, identify problem areas and 
needed services, and establish policies and programs that effectively meet service 
needs; 

• Encourage inter-agency collaboration and work out cooperative arrangements for 
public and private agencies to serve adolescents and their families; 

• Develop protocols for case management that designate the most appropriate agency 
for each adolescent, allowing for full collaboration among professional and nonpro- 
fessional personnel; 

• Stimulate and support neighborhood initiatives promoting adolescent health; 

• Provide early support for families in trouble; and 

• Monitor the provision of services for quality, continuity, and utilization. 

To whom is the Youth Development Council accountable? 

The council should be accountable to the local organization or district designated by the state 
as the fiscal agent for state funds supporting coordinating council activities. This could be the 
local political jurisdiction, the local school district, the public health district, or another 
special purpose district. 

Adapted from Code Blue: Uniting for Healthier Youth. The National Commission of the Role of the School and the 
Community in Improving Adolescent Health, 1989. 
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Follow research about what works 

Modify your agency's youth programs and services to incorpo- 
rate the "Critical Elements of Successful Programs" on a con- 
tinual basis. (See pages 151-154 for details.) 

Stay informed of soundly conducted research on how to effec- 
tively improve adolescent and youth health. Contact the Ado- 
lescent Health Coordinator, Division of Public Health for current 
program information. 



iLocalAgencyPrograms I 



The following types of agency-based program approaches have been researched and found to 
be effective in increasing positive behavioral health outcomes in adolescents. Each commu- 
nity will need to determine the appropriate programs for their population. (See pages 159- 
167 for detailed descriptions.) 

Preschool and Head Start-type programs 

> Home visiting programs 

^ Peer programs 

Youth service/service learning programs* 

> Youth-adult mentoring programs* 

> School-based health centers targeting youth from lower socioeconomic areas* 

* Promising approaches without rigorous evaluation. 



133 



Section IV: 




1 A PLAN FOR THE FUTURE 




134 



Recommendations for Improving Adolescent Health 



I A PLAN FOR THE FUTURE 





it 



Prevention is generally cheaper and more effective 
than crisis intervention and remediation . 

- Children's Defense Fund , p.7 



66 You do not wait until winter time to start drying fish." 

- Keqqulluk 



Policy Level 

>- Policy Makers and State Program Directors 
>- Legislators 



lolicy makers and legislators have a crucial role to play in improving adolescent 
health. Without change at the policy level, communities cannot carry out collabora- 
tive prevention as outlined in the core recommendations. The changes that need to 
be made involve allowing agencies more flexibility to carry out locally collaborated 
efforts, backing up these efforts with the technical assistance and tools that commu- 
nities will need, and making child and adolescent health a priority in state govern- 
ment. 



Mobilize and collaborate 



Model collaboration that supports community efforts. Collabo- 
ration should be a priority at all levels of government. 

Survey current statutes or regulations that inhibit collaboration. 
Move from categorical funding to a more flexible system, so 
that communities can target resources to the service gaps. Use 
the "Critical Elements of Successful Programs" as criteria for 
judging grant proposals. (See pages 151-154 for details.) 



Create an interdepartmental work group consisting of mid-level 
managers to keep Alaska's efforts to improve adolescent health 
focused and coordinated. A core group of policy makers must 
be committed to the recommendations if they are to be carried 
out. 
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Collect and organize data 

Decide upon consistent definitions for data collection. Create a 
clearinghouse where data may be shared between programs 
and departments. 

Inventory all of the programs and services for children, adoles- 
cents, and their families run by state departments. Meeting the 
range of needs cannot be achieved until the State knows the 
current gaps and overlaps in service delivery. 

Conduct a statewide survey of adolescent health behaviors on a 
regular basis. The instrument must be similar to national sur- 
veys to insure comparability between adolescent populations. 



Emphasize long-term prevention 

Make long-term prevention strategies for adolescents a priority, 
including a greater focus on the needs of 0 to 6 year olds. If 
children's physical, emotional, and intellectual needs are not 
met during these critical years, they are more at risk for devel- 
oping problem behaviors during adolescence. 



Remove barriers to effective programs and services 

Identify and analyze state and federal statutes or regulations that 
create barriers to the decentralization of adolescent health 
programs and services to the local or regional level. This will 
enable community services and programs to work more closely 
and thus more effectively meet the needs of children and 
adolescents. 
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Evaluate 



Develop a consistent evaluation procedure, so that programs 
and services know what kind of progress they are making and 
meaningful comparisons may be made. Fund research projects 
to determine which programs unique to Alaska are effective in 
achieving behavior change. 



Consider adolescents' needs in health care reform 

When designing health care reform, keep the distinct needs of 
youth in mind. There are several key factors in health care that 
greatly impact youth. (See pages 140-141 for further details.) 
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64 Problems are only opportuni- 
ties in work clothes . 

- Henry J. Kaiser 




Mobilize and collaborate 



Provide incentives that encourage collaboration among public, 
private, and community agencies. External incentives are often 
needed to give communities the needed resources, tools and 
focus that will help their various service systems begin to build 
sustainable collaborative structures. These could be waivers that 
remove barriers to collaboration and/or grants to support col- 
laborative initiatives . 6 

Create an interdepartmental work group for adolescent health in 
state government. The work group should conduct strategic 
planning and coordination of appropriate state departments to 
support a comprehensive, quality continuum of services for 
adolescents. Membership should consist of mid-level managers 
coordinating existing services to adolescents. This work group 
must have a formal agreement for collaboration with the Alaska 
Interdepartmental Committee for Young Children and the State 
Adolescent Health Advisory Committee. 



s: Alaska Youth Initiative 

To prevent out-of-state placement for the most severely emotionally disturbed 
youth, the Alaska Youth Initiative (AYI) was established. AYI provides wrap- 
around individualized services for these youth by utilizing a team approach. 
Parents, counselors, teachers, and Division of Family and Youth Services work 
together to tailor services specific to the young person's needs. As a result, 
the young person is treated in their own environment according to their 
needs and cost savings are realized by the State. 
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Alaska Interdepartmental Committee for Young Children 

Five departments within state government provide a variety of programs and 
services for young children and their families. To avoid gaps in services and 
duplication of efforts, program managers began holding information-sharing 
meetings over ten years ago. This effort evolved into joint strategic planning 
and coordination by the member agencies. Thus, the Alaska Interdepart- 
mental Committee for Young Children was created through formal agree- 
ments between the five departments. The purpose of AICYC is to support a 
comprehensive, quality system of services for young children (0-8) and their 
families. The committee coordinates in the following areas: policy 
development, program development, research and evaluation, community 
education/public awareness and training, and technical assistance. 



Collect and organize data 

Collect data in a consistent manner so that it may be shared 
between programs and departments. 

Establish a clearinghouse of data so communities can access 
existing data on their community and region without having to 
resurvey. 

Conduct a statewide anonymous survey of adolescent behav- 
iors on a regular basis. Behaviors should include questions on 
sexual activity, tobacco, alcohol and other drug use, depres- 
sion, delinquency, weapons use, fighting, nutrition, and physi- 
cal fitness information. The instrument used must be similar to 
national surveys to insure comparability between adolescent 
populations. 

Inventory services and programs for children and youth ages 0- 
21 and their families run by all the relevant departments in 
state government. Distribute this listing of state resources for 
children, youth, and families so a community knows where it 
can turn to for help in developing and augmenting its programs 
and services. 
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Emphasize long-term prevention 

(See appendix E for details.) 

Increase emphasis on infant and early childhood (ages 0-6) 
programs. 

Increase emphasis on long-term prevention efforts directed 
toward adolescent health. Insure that programs and services 
collaboratively address adolescents. Place the focus of programs 
on risk and protective factors within the community, instead of 
addressing the specific outcome behaviors such as substance 
abuse or teen pregnancy. 

Emphasize the role of known risk and protective factors in 
scoring grant proposals. Award higher marks to programs that 
target youth before the problem behavior begins. 



Remove barriers to effective programs and services 

Change the system of funding programs and services to allow for 
more comprehensive and flexible service delivery on the local 
level. Move away from categorical funding. 

Pool resources to make grant funds, technical assistance, and 
other ongoing support available for local communities to be able 
to address adolescent health through research-based strategies. 
Each community will need to determine the appropriate pro- 
grams for their population: 

> Preschool and Head Start-type programs 
>■ Home visiting programs 

> Parent training/support programs* 

> Peer programs 

> Student assistance programs* 

>• Youth-adult mentoring programs* 

>• Youth service/service learning programs* 

> School-based or community-based health centers targeting 
youth from lower socioeconomic areas* 

* Promising approaches without rigorous evaluation. 
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Establish a clearinghouse of model state and national adoles- 
cent health programs. Draw from existing national data bases 
which collect information on researched and evaluated adoles- 
cent health programs. This information must be available to 
communities as they develop, implement and evaluate local 
programs. 



Develop and implement consistent evaluation criteria for youth 
serving programs. 

Fund research projects to determine which programs unique to 
Alaska are effective in achieving behavior change. 

Include "Critical Elements of Successful Programs" into the 
scoring of all grant applications. (See checklist on pages 151- 
1 54.) Use them for on-site monitoring of state funded pro- 
grams. 



Evaluate 
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** Common sense > fiscal responsibility, and 
compassion argue for policies that ensure 
children and families access to supports 
before problems occur. 

- WT Grant Foundation , Commission on Youth 



Legislators 



Mobilize and Collaborate 

Direct and fund a state department to create an interdepart- 
mental work group. 

Direct state departments to formulate a consistent definition of 
collaborative efforts. Insure collaborative efforts take place on 
the State and local level. 

Direct state programs and services to modify funding of pro- 
grams and services to allow for more comprehensive and flex- 
ible services delivery on the local level. Move away from 
categorical funding. 



Collect and organize data 

Direct state departments to improve data collection and dis- 
semination on child and adolescent health. Part of this effort 
includes establishing consistent definitions so data can be 
meaningfully compared. 

Direct a state department to establish a clearinghouse of data. 
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Direct the State to inventory programs and services for children, 
adolescents, and their families run by relevant state depart- 
ments. 

Direct and fund a state department to conduct a statewide 
anonymous survey of adolescent behaviors on a regular basis. 
Behaviors should include questions on tobacco, alcohol and 
other drug use, depression, delinquency, weapons use, fighting, 
sexual activity, nutrition, and physical fitness information. The 
instrument used must be similar to national surveys to insure 
comparability between adolescent populations. 



Adopt a commitment to sustained prevention efforts for adoles- 
cent health and have this commitment be reflected in the 
budget. (See page 142 for more information.) 

Direct state programs and services to: 

• Increase emphasis on infant and early childhood (ages 0-6) 
programs. 

• Insure that programs and services collaboratively address 
adolescent health. Place the focus of programs on risk and 
protective factors within the community, instead of on 
specific behaviors. 



Direct the interdepartmental work group (or a state department) 
to identify and analyze any state and federal statutes or regula- 
tions that create barriers to the decentralization of adolescent 
health programs and services to the local or regional level. 

Direct a state department to establish a clearinghouse of model 
adolescent health programs from around the state and nation. 



Emphasize long-term prevention 




Remove barriers to effective programs and services 
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Direct state departments to pool resources to make grant funds, 
technical assistance, and other on-going support available for 
local communities to address adolescent health through re- 
search-based strategies. The following program approaches 
have been researched and found to be effective in increasing 
behavioral health outcomes in adolescents. Each community 
will need to determine the appropriate programs for their popu- 
lation: 

> Preschool and Head Start-type programs 

> Home visiting programs 

Parent training/support programs* 

> Peer programs 

> School-based or community-based health centers targeting 
youth from lower socioeconomic areas* 

>- Student assistance programs* 

> Youth-adult mentoring programs* 

> Youth service/service iearning programs* 

* Promising approaches without rigorous evaluation. 

(See pages 1 59-1 67 for details.) 



Evaluate 



Fund research projects to determine which programs unique to 
Alaska are effective in achieving behavior change. 

Direct state programs and services to include the "Critical Ele- 
ments of Successful Programs" into scoring of all grant applica- 
tions. (See the checklist on pages 1 51-1 54.) 
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Consider adolescents' needs in health care reform 

Include comprehensive health care for all children and adoles- 
cents in health care reform efforts. The distinct needs of adoles- 
cents should be considered in any health care reform effort. 7 

The Society of Adolescent Medicine offers the following criteria 

for evaluating health care for adolescents: 8 

1 . Availability: age-appropriate services and trained health- 
care providers must be present in all communities. 

2. Visibility: health services for adolescents must be recogniz- 
able, convenient, and should not require extensive or com- 
plex planning by adolescents or their parents. 

3. Quality: a basic level of service must be provided to all 
youth, and adolescents should be satisfied with the care they 
receive. 

4. Confidentiality: adolescents should be encouraged to in- 
volve their families in health decisions, but confidentiality 
must be assured. 

5. Affordability: public and private insurance programs must 
provide adolescents with both preventative and other ser- 
vices designed to promote health behaviors and decrease 
morbidity and mortality. 

6. Flexibility: services, providers, and delivery sites must con- 
sider the cultural ethnic and social diversity among adoles- 
cents. 

7. Coordination: service providers must ensure that compre- 
hensive services are available to adolescents. 
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The Cost Savings of Prevention 

Prevention funding is an important social and economic investment To the extent 
that visionary leaders can shift the monetary focus to prevention, we can expect an 
excellent return on this investment. If funds are not made available for appropriate 
prevention strategies, the future costs, in dollars and quality of life, will be significant. 
(See appendix page D-i for details.) 


Societal Investments 




Societal Savings 


$1.00 


on prenatal care 


saves 


$3.38 in later health costs. 


$1.00 


on childhood 
immunizations 


saves 


$10.00 in later medical costs. 


$1.00 


on food and nutrition 
counseling for pregnant 
women in the Special 
Supplemental Food 
Program for Women, 
Infants, and Children (WIC) 


saves 


$3.13 in Medicaid costs within sixty 
days of the infant's birth by prevent- 
ing low birthweight babies. 2 


$1.00 


for quality preschool 
education, like 
Head Start 


saves 


at least $6.00 in later special 
education, crime, welfare, 
and other costs. 


$3.00 


home visiting services/ 
child abuse prevention 


saves 


$6.00 in later child welfare 
and special education services, 
medical care, foster care, 
counseling, and housing 
of juvenile offenders. 


$1.00 


spent on a smoke 
detector 


saves 


$65.00 in later medical care, 
property damage and other 
costs. 


$1.00 


for comprehensive 
job training, education, 
and support services 
through the Job Corps 


saves 


$1 .46 in later crime, lost tax, 
and other costs. 


$1.00 


spent on enforcing laws 
against serving intoxicated 
patrons of bars and 
restaurants 


saves 


$94.00 in later medical care, 
property, public services, 
employer, and other costs. 


$1.00 


spent on an intensive 
sobriety checkpoint 
program 


saves 


$8.00 in later medical care, 
public services, property 
damage, and other costs. 


Sources: 1990 U.S. Congressional Record, Children's Defense Fund, Children's Safety Network — 
Economics and Insurance Resource Center, and the National Committee to Prevent Child Abuse. (See 
appendix page D-iv for further bibliographic information.) 
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Resources to Identify Services 
for Children, Adolescents 
and their Families 

This is a list of directories with current information on programs and services for 
children, adolescents, and their families. All these directories update their listings 
regularly to keep up with the changes in services offered, focus, location, and popula- 
tion served. Many of the directories below are available through the Alaska State 
Library and may be accessed through any local library. 



Alaska Resource Manual 

A comprehensive listing of health and human services and programs broken 
out into 7 regions statewide. Published bi-annually; latest edition 1994. Cost: 
$50.00. 

ACCESS Alaska Inc. 

3710 Woodland Drive Suite 900 
Anchorage, AK 99517 
248-4777 
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Programs and Services for Young Children and Their Families 

A resource guide of services for children ages 0-8 provided by state agencies 
through the departments of Education, Community and Regional Affairs, 

Public Safety, Health and Social Services and Environmental Conservation and 
Revenue. Published 1994. Cost: none. 

Head Start Coordinator 

Community and Regional Development 

Department of Community and Regional Affairs 

Box 112100 

Juneau, AK 99811 

465-3861 



Where to Turn 

A listing of resources for families who live with someone experiencing a physi- 
cal, mental or emotional disability. Published bi-annually; latest edition 1993. 
Cost: none. 

Governor's Council on Disabilities and Special Education 
Box 240249 
Anchorage, AK 99524 
563-5355 



Alaska Health & Safety Education Resource Directory 

A listing of health and safety organizations known as resources for public 
education information and materials. Most serve on a statewide or regional 
basis. Published bi-annually; latest edition 1993. Cost: $50.00. 

Alaska Health Fair Inc. 

Box 202587 
Anchorage, AK 99520 
278-0234 
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Answers: 1 994 Anchorage Human Services and Resource Guide 

A comprehensive listing of social services and programs for all ages within 
Anchorage. Published bi-annually; latest edition 1994. Cost: $50.00. 

Anchorage Human Services and Resource Guide 
514 Arthur Court 
Anchorage, AK 99502 
243-1076 



Investing in our Children: The Child Health Planning Work Group Reports 

A long-term plan, divided into an executive summary and three volumes, to 
address children's health needs by Department of Health and Social Services. 
Volume I contains the strategic plan. Volume II is comprised of summary 
information of child health programs, needs assessment and demographic 
profile, and a budgeting analysis of child health spending by DHSS. A com- 
pendium of public input makes up Volume III. Single volumes or the whole 
set may be ordered. Published 1994. Cost: none at this time. 

Division of Administrative Services 
Planning Section 
PO Box 11 0650 
Juneau, AK 99811-3015 
465-3015 



Healthy Alaska Information Line (800) 478-2221 

A toll-free referral number that allows Alaskans across the state to locate their 
closest health resources. Information is accessible through phone TTY, modem 
and a hard copy print out. Community and regional referral information is 
updated every six months. 

Department of Health and Social Services 
Division of Public Health 
Section of Maternal Child and Family Health 
1231 Cambell ST. 

Anchorage, AK 99501 
(800) 478-2221 
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P.A.R.E.N.T.S. 

(Parents as Resources Engaged in Networking and Training Statewide) 

This resource agency provides parents with information and support in locating 
and networking with community agencies and resources. The organization is 
for families of children with any type of special need including: gifted, 
adopted, developmental^ delayed, FAS/FAE (Fetal Alcohol Syndrome/Effect), 
ADD (Attention Deficit Disorder), and medically complex children. 

P.A.R.E.N.T.S. 

540 W. International Airport Road, Suite 200 
Anchorage, AK 99518 
563-2246 or (800) 478-7678 
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Toolbox for Communities 



lo help communities implement the recommendations on pages 99-142, the 
following "tools" are provided. 




Critical Elements of Successful Programs 151 

a checklist of what research has determined to be essential ele- 
ments of successful programs. 



Strategy and Collaboration Questionnaires 155 

a questionnaire to determine which prevention strategies to use, 
and a questionnaire to determine the level of agency collaboration. 



Program Approaches That Work 1 59 

a description of evaluated program approaches that have been 
found to be effective in changing behavior. 



Community Planning Process 1 69 

a detailed description of the community planning process. 



Local Health Assessment 1 75 

a guide for collecting information on children, adolescents, and 
their families as part of the community planning process. 

For more information contact: 

Adolescent Health Coordinator; Division of Public Health i. Section of Maternal Child and Family Health; 
1231 Cambell Street; Anchorage , AK 995 1 0; 279-471 1 . 
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Critical Elements of Successful Programs 



Ample research* provides us with a solid idea of the program components necessary 
for success in improving adolescent's health and well-being. The more critical ele- 
ments incorporated into a program, the higher the potential for achieving real im- 
provement in adolescent health. The checklist on the following pages will help you 
determine how many of the critical elements your program or service currently uses. 
(See pages 89-93 for detailed descriptions of the critical elements.) 

1 . Local decision making; 

2. Collaborative, multi-agency approach; 

3. Qualified, trained, caring staff who can be trusted by teens; 

4. Involvement of parents; 

5. Charismatic leader(s); 

6. Evaluation and program modification; 

7. Risk and protective factors emphasis; 

8. Programs planned according to age, gender, and culture; 

9. Strong link between community programs and schools; 

1 0. Programs linked to the "world of work"; 

1 1 . Sustained efforts — No "one-shot" programs; 

12. Accessibility and affordability of services; 

1 3. Early identification and intervention of youth-at-risk; 

14. Intensive individual attention for those most in need; 

15. Social skills training (information alone does not change behavior); 

16. Youth actively involved in planning, implementation, and evaluation; and 

1 7. Peer education and/or peer helping incorporated into programs/services. 
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*Dryfoss (1 990); Shorr(1988); Hechinger (1992); Bernard (1990 & 1991); Scales (1990); Pransky (1991); 
Johnson-Pitman (1991 ) Melaville and Blank (1991); and Educational Human Services Consortium (1989). 
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THE CRITICAL PROGRAM ELEMENTS CHECKLIST 


Critical Elements 


Present 


Examples/Comments 




N 


P 


F 




1. Local decision making 
with lots of people's 
input from the 
beginning throughout 
the project 










2. Collaborative, multi- 
agency approach 
(agencies & community 
groups working 
together) 










3. Qualified, trained, 

caring staff who can be 
trusted by teens 










4. Involvement of parents 










5. Charismatic leader(s) 
(anasset, not a 
requirement) 










6. Evaluation and 

program modification 











KEY: N = not at all P = partially F = fully 
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THE CRITICAL PROGRAM ELEMENTS CHECKLIST 


Critical Elements 


Present 


Examples/Comments 




N 


P 


F 




7. Emphasize risk and 
protective factors, 
maintain a holistic focus 










8. Programs are planned and 
modified according to 
age, gender, culture, and 
developmental stage 










9. A strong link between 
community programs and 
schools 










1 0. Programs linked to the 
"world of work", service 
opportunities available 










11. No "one-shot" programs 
(long-term efforts must be 
in place for real behavior 
change to occur) 












KEY: N = not at all P = partially 



F = fully 
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THE CRITICAL PROGRAM ELEMENTS CHECKLIST 


Critical Elements 


Present 


Examples/Co mments 




N 


P 


F 




12. Accessability and 

affordability of services 










13. Early idenification and 
intervention of youth- 
at-risk 










14. Intensive individual 
attention provided for 
those most in need 










15. Social skills training 
(information alone 
does not change 
behavior) 










16. Youth ACTIVELY 
involved in all stages 
of the program/activity 
(such as planning and 
evaluation) 










17. Peer education and/or 
peer helping 
incorporated into 
programs/service 











KEY: N = not at all P = partially F = fully 
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What is the best strategy to prevent adolescent problem behaviors? 

Before you decide to "adopt" or adapt a program or activity you have to 
decide: Will it work in my community? Is this the right combination of ap- 
proaches? The following questions may help. 

1 . Does it address known risk factors? If so, which ones? 



2. How will it reduce or eliminate these risks? 




3. Are the most significant risks being addressed? 



4. How will it INCREASE the protective factors? 
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5. Does this "program/activity" happen BEFORE the problem behavior 
begins or stabilizes? 



6. Does it address MULTIPLE risk factors with multiple strategies in differ- 
ent settings?* What are the strategies and in which settings do they 
primarily reside (family, school, agency, community, government)? 



7. Is it likely to reach those individuals/groups most at risk? How? 



8. Does this activity duplicate current efforts? 



* Effective programs use multiple strategies in different settings. 



This questionnaire was adopted from the "Community Risk and Resource Assessment Training" of 
Communities That Care,© created by Developmental Research and Programs, Inc., a community risk- 
focused prevention training system. 

Information on Communities That Care© training and materials is available from DRP, Inc., 130 
Nickerson, Suite 107, Seattle, WA 98109; Phone 800-736-2630; Fax 206-286-1462. 
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Collaboration Questionnaire 



ASSESSING THE NEED FOR INTERAGENCY PARTNERSHIPS 

Agencies and communities can take the first steps toward improving outcomes for the 
children and families they serve by asking themselves tough questions. The following 
inventory is presented to stimulate reflection and to assist organizations to make the 
case for change. We trust that the conversations begun by these inquiries will lead to 
action on behalf of more comprehensive services for children and families. 



I. How are we doing on our own? 

1 . Are the lives of the children, youth, and families we serve improving? If 
not, why not? 

2. Have we reassessed our mission recently in light of the overlapping 
economic, education, health, employment and social services needs of 
our clients? 

3. Are services to clients well integrated within our own agency? 

a. Do staff working with the same clients communicate frequently? 

b. Do staff and clients work together to set personal and family 
goals? 

c. Does our agency measure the impact of its services on the lives 
of children and families or do we simply tabulate the number of 
services we provide? 

d. Do we offer preventive supports and services to help our clients 
avoid more serious problems? 

e. Are our services organized in response to client needs or are the 
kinds of services we offer constrained by the limitations of 
available funding and administrative rules? 

4. How well are we connected with other agencies offering services which 
our clients need? 

a. Do our line workers have effective working relationships with 
their counterparts in other agencies? 
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b. When our clients are referred elsewhere for services, are we 
kept informed of their progress and changing needs? 



II. Do we need to change? 

1 . How effective will we be in ten years if the needs of our client popula- 
tion continue to increase and we continue to do "business as usual"? 

2. What resource limitations do we face in bringing more comprehensive 
services to our clients? 

3. How might closer relationships with other agencies help us improve 
outcomes for the families we serve? 



III. How ready are we to engage in interagency partnerships? 

1 . Do the agencies serving children and families in our neighborhood, our 
school community, our city and our county have a common vision of 
what they are trying to accomplish? 

2. What is the history of cooperation and collaboration in our neighbor- 
hood, community, city/county? What lessons can we learn from past 
experience (or lack of it)? 

3. Do we have close working relationships with the directors of other 
agencies that deliver services to the same clients? What do we know 
about other agency's current needs and priorities that might encourage 
them to discuss common problems and potential solutions on behalf of 
our clients? 

4. Who are the leaders from outside the direct service community who 
are interested in the well-being of the community and who might take a 
leadership role in a collaborative effort or assist with the expansion and 
improvement of ongoing activities? 

5. What are we willing to pay in terms of tangible resources and loss of 
unilateral control to formulate common goals with other agencies and 
to better serve our shared clients? 



Taken From: What It Takes, by Atelia I. Melaville and Martin J. Blank. Human Services Consortium, 
1991. 



Section VI: 



I A PLAN FOR THE FUTURE 



Program Approaches That Work 



Millions of dollars have been spent on social programs dealing with adolescent health 
problems and behaviors. Very little change is demonstrable. Most programs are 
small, not scientifically evaluated, and of short duration. 

Communities in Alaska are advised to use their precious time and dollars on programs 
that have been shown to be effective in changing behavior. The Adolescent Health 
Advisory Committee used the following criteria to include program types in this sec- 
tion: 



1 . Controlled studies must be available. A controlled study of a program 
is one in which two sizable, similar groups live in the same situations, 
but only one group has the program experience. The outcome of both 
groups can be measured. 

2. The behavioral change must be measurable. 

3. Behavioral change must occur over time. An increase in knowledge is 
not enough. 

In many cases it is not known precisely which parts of a program make it work or if it 
is all parts working together. It js known that community-wide, multi-agency, multi- 
component interventions work in situations where single programs seem to fail. 
Therefore, just borrowing a piece from a program that works may not lead to the 
same desired results. 

Communities are urged to use the "Critical Elements of Successful Programs" in every 
stage of planning. (See pages 1 51-1 54 for further detail.) Contacting people who 
work with the following programs or the Adolescent Health Coordinator, Division of 
Public Health can also be very helpful during the planning process. 



Preschool/Head Start-type Programs 

Head Start is a comprehensive early childhood program which origi- 
nated as part of the War on Poverty in 1964. Children from income 
eligible families participate in a program which includes parent involve- 
ment and education, developmentally appropriate early childhood 
education, nutrition, and health. 



Toolbox for Recommendations 





